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The advice is always “SEE YOUR DOCTOR” 


To an audience of over 23 million people, in LIFE and other 


national magazines, Parke, Davis & Co. presents the message shown 


below. This is the 211th advertisement in the campaign in behalf 


of the medical profession, published continuously since 1928. 


A reproduction in full color will be sent on request. 
Write Parke, Davis & Company, Detroit 32, Mich. 


Some things you should know about [ educing your weight 


No. 211 in a series of messages from Parke, Davis & Co. 


on the importance of prompt ond proper medical care. 


T is an accepted medical fact thar excess 
weight can impair your health and eth 
ciency, and possibly shorten your life 


One person's proper weight may be quite 
different from another's, however 
their height and age are 
same. A large-boned, muscular person, for in 


eventhough 
ipproximately the 


stance, should weigh considerably more than a 
small-boned person of the same height and age 


How much you should weigh is something 
to leave up to your doctor. Only your doctor 
can accurately judge whether your weight ts 
within normal limits, or whether a loss or gain 
in weight is medically advisable 


Ij your doctor tells you that you weigh more 
than you should, it's just good sense to do 
something about it under his supervision 
To undertake a weightreducing program 
without proper medical guidance isa foolish, 


and often dangerous, thing to do 


It would be pleasant if there were some 
simple pill which would automatically and 
safely reduce your weight with no eflort on 
your part. Unfortunately, no such remedy ex 
ists. So-called * taken without 
a physician's advice, ave usually valueless and 
may be dangerous 


reducing pills 


One type of pill, for instance, will cause 
you to lose weight—but only for a day or 
two! Its action is to remove water from body 
tissues, thus lowering your weight. But as soon 
as the water is replaced, the extra pounds 
are back again 


Another thing to beware of, in an effort to 
lose weight, is any sort of faddist diet 


A liquid diet may often be just as fattening 
as anormal one. A diet which concentrates 
ona particular food. and excludes most other 
foods, may deprive you of nutritive elements 
essential to the maintenance of good health 


Makers of medicines prescribed by physicians 
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See Your Doctor. Let him decide whether 
you should lose weight, how much you should 
lose, and how quickly. Let him tell you how 
you can do it without starving yourself, with 
out risking your health. He can recommend a 


RKE, DAVIS & CO. 


well-balanced diet. He can advise you about 
exercise. If he thinks medication will be help- 
ful in your case, follow his instructions about 
dosage exactly. His advice is the only advice you 
can trust in matters that concern your health. 


Research ond Monvfacturing 
Loborotories, Detroit 32, Mich. 
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The Responsibility of Medicine 


Joun W. Curing, M.D., San Francisco 


|b ene’ the past year I have had the honor of 
serving as your President and this occasion 
marks my final appearance before you in an official 
capacity. I therefore wish to take this opportunity 
to thank the members of the Association for their 
loyalty to it and for the almost uniform support and 
cooperation accorded the program of the Associa- 
tion as ordered by the House of Delegates and car- 
ried out by the Council. Had it not been for the 
loyalty of a great majority of the members of the 
Association the efforts of the Officers and Council 
in your behalf would have been greatly impaired. 


Service as President or in other official capacity 
in the California Medical Association is an honor— 
and a great one, but it is likewise a responsibility. 
Daily contact with the affairs of medicine and con- 
cern about its problems cannot but impress upon 
the mind of one who seriously undertakes to serve 
your interests certain items of first importance. It is 
concerning these that I speak at this time. In so 
doing I shall be frank. Present circumstances call 
for plain speaking. This is not the time for equivo- 
cation. 


ACHIEVEMENTS OF MEDICINE 


We, who have devoted our lives to medicine, know 
of its great achievements in preventing and alleviat- 
ing human ills. The record of advances in the under- 
standing, diagnosis and treatment of disease is re- 
markable and gains lustre with each passing year. 
If one looks back to the beginning of this century 
he cannot but be astonished at the strides made in 
this comparatively short period. 

To try to enumerate them would be futile but one 
briefly may call attention to the almost complete 
mastery of such scourges as typhoid, malaria, yellow 
fever and plague—the important steps toward the 
control of tuberculosis, venereal disease, and other 
communicable diseases—the identification and study 
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of viruses—the development of radiology from the 
primitive Roentgen ray to the products of nuclear 
fission—the development of chemotherapeutic and 
antibiotic agents—the extension of surgical proced- 
ures into fields of therapy and parts of the body 
previously considered inaccessible. 

We have a justifiable and pardonable pride in 
these accomplishments and in the desire to minister 
to mankind which motivates most of the profession 
and which has wrought a tradition of charity toward 
our fellowmen. We who live medicine, however, may 
not see it in proper perspective. We may accord it 
a place of undue importance in the scheme of things. 
li this be true, and I believe it is, it is not a mani- 
festation of narrow and selfish interests but rather 
the natural result of our devotion to our profession 
and to human welfare. 


POSITION OF MEDICINE IN SOCIETY 


We must recognize that our estimates are not 
necessarily shared by others and that medicine will 
never occupy the position in the minds of the public 
which it does in ours. There are exceptions such 
as Voltaire who, in his “Philosophical Dictionary” 
wrote: : 

“But nothing is more estimable that a physician 
who, having studied nature from his youth, knows 
the properties of the human body, the disorders 
which assail it, the remedies which will benefit it, 
exercises his art with caution, and pays equal atten- 
tion to the rich and the poor.” 

There are other such encomiums but they also 
express individual points of view. 

Medicine, however, does occupy an important 
place in an integrated society and being a part of it 
is subject to the stresses and strains of changing 
environment. In a world as disturbed as the one in 
which we live those changes may be rapid and violent. 

The factors which influence the course of human 
events are many. Some are accidental, others result 
from the evolution of ideas and still others are by 
design. Propaganda may have a temporary impor- 
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tance and may even influence the evolutionary 
process, but by and large, the progress of evolution 
is determined by worthwhile factors. 

We must, therefore, accept some change as inevit- 
able and strive to guide the course of events in such 
a manner that medicine will be preserved. There is 
no such thing as manifest destiny. Until the future 
has become history it lies within the power of men 
to shape its course. 

This, then, is the responsibility of medicine. 


FUNCTIONS OF THE MEDICAL PROFESSION 


The primary function of the medical profession 
in our society is to provide the public with medical 
care of high standard. The continuing improvement 
in the standards of medical care is dependent upon 
the excellence of medical education, the maintenance 
of adequate graduate training and the supplying of 
helpful and practical postgraduate education. These 
all are important but of even greater importance is 
the preservation of the freedom of medicine. Social- 
ization would inevitably bring about a deterioration 
of standards, of and by itself. 

This has been true wherever it has been put into 
effect. The most recent example is that of New Zea- 
land. The Prime Minister of the Labor Government 
responsible for its introduction recently character- 
ized current medical care in that country as com- 
parable to “passing sheep through a dip.” A similar 
and closer instance of this tendency was to be found 
in the Health Service System of Municipal Employees 
in San Francisco until the positive stand of the 
medical profession interrupted it. 

Assembly line methods cannot be applied with 
success to medical care. The ultimate effect is now 
being felt in England, where, I am informed, the 
- quality of medical students has sharply fallen off. 
It is reasonable that young men and women of am- 
bition and ability would decline to devote the years 
of arduous study required by medicine when in the 
end the only prospect would be entrance into a regi- 
mented profession. Should this situation endure it 
will mean a progressive lowering of the esteem in 
which British medicine is held throughout the world. 

No greater catastrophe in the field of medical care 
could befall the people of this State or Nation than 
the creation of a tax supported, bureaucratic and 
politically dominated plan of medical care. We, of 
the medical profession, have been criticized as selfish 
in our opposition to socialized medicine. It is a 
striking paradox that a profession which has con- 
tinuously sought to prevent the diseases it treats and 
which devotes such a large portion of its time and 
effort to charity, should be so charged. 

It is also worthy of note, that those who espouse 
compulsory sickness insurance number practically 
no practicing physicians among them. Is it possible 
that those who deal with illness know less of its care 
than those who have little or no contact with it? 
This was apparently the opinion of the Federal Se- 
curity Administrator when he appointed the mem- 
bers of the National Health Assembly which is to 
convene in the near future to plan for the health 
needs of the United States for a period of ten years. 
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A second function of the medical profession is to 
see that the high standard of medical care it provides 
is available to the people at a cost that is within the 
reach of the great majority. It may be true that we 
have no greater moral responsibility in this regard 
than do others supplying essential service to society, 
but it is obvious that enlightened self-interest and 
good citizenship dictate that we so do. 

The only sound argument which has been ad- 
vanced in favor of compulsory sickness insurance is 
the unbudgeted cost of serious illness. This is no 
longer a valid argument because of the easy avail- 
ability of the many sound voluntary prepaid pro- 
grams. 

ADVOCATES OF SOCIALIZATION 


Who, then, are the proponents of socialized medi- 
cine? Too great generalization is always dangerous 
but most of them fall into clearly recognizable 
groups. 

One group is composed of sincere, well meaning 
individuals who are humanitarians at heart but are 
ignorant, misinformed or misled by propaganda. 
We readily admit that problems still exist in the 
distribution of medical care, but we have demon- 
strated these to be far less important than the advo- 
cates of socialized medicine would have the people 
believe. In addition they are now in the process of 
orderly solution within the existing framework of 
private enterprise. It, therefore, devolves upon us 
to educate these people and to show them that the 
remedy they wish to apply is much worse than the 
condition they seek to correct. 

The second group is far more dangerous. It is 
made up of persons with political, social and eco- 
nomic views which are not American in origin. These 
are the so-called “social planners” who plan pro- 
gressively decreasing freedom for the individual and 
increasing power for the State. Some are part of an 
international group which places party above coun- 
try and who have been directed to socialize medicine 
as the first step in taking over our country. The 
Wagner-Murray-Dingel bill exactly follows the lines 
laid down by the International Labor Organization. 
We well understand the significance of this. 

The investigations by the Harness Committee of 
the House of Representatives reveal the degree to 
which this group has infiltrated the administrative 
agencies of Government and the extent to which tax 
funds have been used to propagandize the unsuspect- 
ing taxpayers in the effort to impose socialistic pro- 
grams upon them. 

The third group is represented by certain politi- 
cians who appeal for support on the basis of “some- 
thing for nothing,” and who selfishly would grasp 
the ‘opportunity to make misleading promises con- 
cerning the health and welfare of the people into a 
stepping stone to high office. 


METHOD OF PROCEDURE 


How are we to counter those who would destroy 
medicine as we know it and in exchange provide 
regimentation of the people and the profession alike? 
What measures can we adopt to forestall the fraud 
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of the substitution of inferior medical care at a 
premium cost in dollars and at the sacrifice of an- 
other segment of individual freedom? 

Edmund Burke, the British political writer of the 
Eighteenth Century and a supporter, in Parliament, 
of the rights of the American Colonies once said: 
“People never give up their liberties except under 
some delusion.” 

This is a time which requires careful thought. 
Some years ago a member of our House of Delegates 
said “Medical politics is a harmless pursuit for those 
who enjoy it.” If there were no more important 
questions involved than the decision as to who should 
have the honor of this or that office this statement 
still would be true. In the current era, politics for 
politics sake is hazardous and has no place. This 
is particularly the case when medical politics des- 
cends to the level of defeatist propaganda and carp- 
ing, destructive criticism coupled with false and 
misleading statements. 

There are vital issues at stake and our course of 
action should be based upon principle and wisdom. 
This is a time which demands medical statesmanship 
as opposed to medical politics. In the words of 
Burke, “A disposition to preserve and an ability to 
improve, taken together, would be my standard of 
a statesman.” We could well apply his definition to 
the conduct of our own affairs. 

There are those among us who claim that the threat 
of socialized medicine is “as dead as a dodo.” And, 
this, in spite of all evidence to the contrary. More 
than fifty bills providing compulsory sickness insur- 
ance were introduced into the Congress, the legisla- 
tures of sixteen states, including California, and the 
Territory of Hawaii last year. A Constitutional 
Amendment of similar nature was introduced into 
the recent budget session of our Legislature. Hawaii 
and Nevada expect bitter struggles this year. 

The dodo is extinct. Can one say that of the Tru- 
mans, the Wallaces, the Warrens, the Davises, the 
Altmeyers, the Falks, and the Parrans? 

The answer is obvious. This being the case, are we 
supinely to accept the fate prepared for us by the 
politicians and the planners? There is only one pos- 
sible reply. We owe it to the people and we owe it 
to ourselves and our successors not to permit this 
to come to pass. 

How then should we proceed? Should we rely on 
other agencies, less well equipped than we, to per- 
form the task or should we do it ourselves? If we 
undertake it should we do it in a feeble, half-hearted 
way or should we, with courage and confidence, go 
all out? 

BASIS FOR PROGRAM 


In May, 1944, Mr. Little reported to the House of 
Delegates the findings of the public relations survey 
conducted by his company. Everyone who heard his 
presentation was impressed by his integrity and 
ability. For the details of his report I refer you to 
CALIFORNIA AND WESTERN MEDICINE of May, 1944. 
Briefly his major findings were: 

1. The principle complaint of the public against 
the profession was the cost of medical care. 
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2. The people desired prepaid medical care. 

3. They preferred voluntary methods to govern- 
mental control. 

Mr. Little further pointed out that we had in 
California Physicians’ Service the instrument of 
solution of our problems. He recommended expan- 
sion and improvement of our prepaid program. 

In January, 1945, we were confronted by the de- 
termined effort of Governor Warren to impose 
socialized medicine upon the people of California. 
The House of Delegates met in special session and 
made its decision to oppose the Governor’s program 
on the basis of Voluntary versus Compulsory Health 
Insurance. 

You all recall the history of that fight. I recently 
have reviewed the newspaper accounts of it. The 
critical point was reached on April 10, 1945, when 
the Assembly, by a vote of thirty-nine to thirty-eight 
refused to force the Governor’s bill out of Com- 
mittee and to the floor of the House. 

In May, 1945, the House of Delegates directed a 
far-reaching public relations program based upon 
the recommendations of the Little report and the 
stand of the House in January. It voted one hundred 
dollars dues to finance this program and to build a 
reserve in the treasury in order to be prepared for 
future eventualities. This program was reindorsed 
by the House in May, 1946, and again in May, 1947. 


RESULTS OF PROGRAM 


It is now time to evaluate that program and to ask 
what it has accomplished. A brief resume of the 
results is as follows: 

1. More than 200 state-wide organizations, having 
an important influence upon public opinion, have 
gone on record as opposed to socialized medicine. 

2. More than 400 newspapers have announced 
opposition to such a program, and one important 
metropolitan paper which had endorsed the Gover- 
nor’s 1945 program has withdrawn its support. 

3. More than 120 mayors and numerous other 
public officials have sponsored Voluntary Health 
Insurance against a compulsory plan. 

4. One influential organization which vigorously 
supported the Governor in 1946 has voted its 1947 
award for the best educational California radio pro- 
gram to “California Caravan.” Our radio presenta- 
tion also has been nominated for the Peabody Award 
as the finest educational drama on the Pacific Coast. 

5. The California Medical Association has won 
the respect and the support of business, industry and 
farm groups by its vigorous efforts in combating 
socialization. 

6. Wide expansion of Voluntary Health Insurance 
has been achieved. California Physicians’ Service 
has grown from 176,000 to well over half a million. 
The Blue Cross plans have increased from 350,000 
to about 700,000 members. The private insurance 
companies have added to the number of their policies 
by about 2,000,000. It is estimated that over 
5,000,000 people or more than half of our population 
is now covered by prepayment plans. This exceeds the 
number of persons who would have been included in 
compulsory programs proposed in 1945 and 1947. 
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7. Governor Warren’s 1945 effort was overcome 
with difficulty but by 1947 his program had been 
largely deprived of popular support and was com- 
paratively easily defeated. 

8. The California Medical Association has re- 
ceived numerous news and editorial comments com- 
mending its activities. It is now understood that the 
profession is making a real effort to solve the prob- 
lem of the distribution of medical care. The fiction 
that our attitude is one of purely negative opposition 
has been destroyed. - 


9. We recently have learned that one organization 
was determined to place an initiative on the ballot in 
1946. It had gone to the extent of engaging an attor- 
ney to draw up the measure and was on the verge 
of closing a contract for securing the necessary signa- 
tures when it was dissuaded by the knowledge that 
we would oppose the measure with all the force we 
could muster and would be adequately financed. Our 
preparation and determination were the deciding 
factors in preventing a serious and costly election 
campaign. 

This program has succeeded in partial attainment 
of our objectives but the situation does not warrant 
smug complacence or retreat to our ivory towers. 


Despite this record it has been asserted that there 
has been no noticable abatement in the demand for 
compulsory health insurance in this state. This is, 
of course, a matter of opinion. Such being the case, 
whose opinion should we value? 


Should we give as much weight to that of a small 
group of physicians with an axe to grind as we would 
to the opinions of newspapermen, representatives of 
business, industry and agriculture, experts in the 
_ field of public relations, legislators and members of 
the “third house”? As far as we can ascertain, these 
are unanimous in the opinion that our program has 
been very effective and they are in a position to know. 


PUBLIC RELATIONS 


There are other and more fundamental bases of 
satisfactory public relations for the medical pro- 
fession. These lie mainly in the field of the patient- 
physician relationship. The thesis that the physician 
has a dual obligation to his patient, to render to 
him the best professional care he is able and to deal 
fairly with him in an economic sense, has general 
acceptance. 


A committee under the able chairmanship of 
Doctor H. Gordon MacLean has been working on 
this matter for the past year and will shortly report 
its findings. The work of this committee in conjunc- 
tion with the information compiled by the Bureaus 
of Medical Economics should make a significant 
contribution. 


Alertness and wise handling of matters of public 
interest are essential to the maintenance of good 
public relations in the spheres of both the State Asso- 
ciation and the County Societies. Much harm may be 
done by unwise and precipitate action and much 
damage may be prevented by thoughtful and timely 
action. We recently have witnessed an example of 
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the damaging effect upon the reputation of medicine 
which can result from the inept handling of a local 
situation without consideration of the public rela- 
tions implication involved. The facilities of the Cali- 
fornia Medical Association are always available to 
the component county societies upon request. 


We are physicians but we are also citizens. Greater 
exercise of the rights and the duties of citizenship 
by more active participation in community affairs 
will redound to the credit of the profession. The 
physician is known and respected by his neighbors. 
He and his county society can be extremely helpful 
in local matters, especially when these touch upon 
medical care and public health. Active interest in 
community problems will enhance the prestige of 
the individual and the profession. 

The patient-physician relationship, the proper 
handling of matters of public interest and the demon- 
stration of good citizenship are fundamental and 
important in public relations but they do not con- 
stitute a complete answer to our problems. A con- 
siderable period is required for programs directed 
toward these ends to produce a significant effect. 
This fact should not discourage us and we must 
develop them to the utmost. 


Whether these things alone can accomplish the 
ends we seek is a matter for the future to determine. 
In the meantime we continue to face the threat of 
socialization. At the present time there is no sub- 
stitute for vigorous, intelligent and realistic action. 


THE NEED FOR UNITY 


Should we then accede to the demand of a small 
minority of our members that we discontinue plans 
and procedures proven to have been effective? 
Should we listen to the counsel of defeat? 


Should we pay heed to the false prophets of dis- 
sension and disruption in our midst? Some of these 
have threatened to secede from the California Med- 
ical Association if they cannot impose their will 
upon the Association. They have striven to divide 
our organization on a sectional basis. 


The California Medical Association is far greater 
and of more importance than groups or cliques within 
any of its component societies. It has a broad and 
democratic basis of representative governing bodies. 
Let those who dissent from the policies of the Asso- 
ciation present their ideas before the House of Dele- 
gates. That is the proper forum for the discussion of 
such issues. If they believe they have a better plan 
it is not only their right but also their duty so to do. 
If the House should decide against them, let them 
follow the principles of democratic behavior and 
the precepts of good sportsmanship and accept the 
will of the majority. 

Let them, above all, refrain from public and writ- 
ten criticism and defeatist propaganda which can be 
used effectively against us by our enemies. Do they 
not see that if they commit such acts they betray the 
entire profession ? 

The paramount requirement for an effective Asso- 
ciation is unity. California medicine has a solemn 
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obligation to the people of this State to preserve the 
high standards of medical care and to make that care 
available on an economic basis within the reach of 
the vast majority of the people. If we do this, and 
only if we do it, can we be reasonably secure. 

As citizens we have a serious duty to aid in barring 
the advance of socialism. Medicine in this country 
has already come under attack. It has been chosen 
as the first victim by the planners but it is apparent 
that they intend to include all forms of endeavor 
within their scope. If one element of private enter- 
prise falls, a breach has been made in the defenses 
of all and the authoritarian state is that much nearer 
its objectives. 

I am convinced of the truth of the statement of 
Frederick Hayek in his book “The Road to Serfdom” 


when he says: “The slave state always starts out as 
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a ‘welfare state’. It promises freedom from want, 
worry—as many freedoms as you wish, except free- 
dom from the state itself!” 

If we do not exert every effort to prevent this from 
transpiring we are defaulting in our obligation as 
physicians and citizens. The greatest weakness we 
could have would be division among us. This is no 
time for dissension, petty quarrels or selfishness. 

I therefore urge upon you the importance of the 
unity of the profession, of supporting and furthering 
the program of your Association and of standing firm 
against the forces which would subject you and the 
public to regimentation with serious injury to both. 

A unified profession determined to resist social- 
ization cannot be enslaved. But in the words of 
Abraham Lincoln, “A house divided against itself 
cannot stand.” 


“Noe” 


Hypersensitivity, the Common Denominator 
of the Collagenous Diseases 


Epwarp R. Evans, M.D., Pasadena 


" advances in the treatment of the simple 


allergies plus the revival of interest in rheumatic 
fever calls attention to a group of related diseases, 
cousins, one might say, of the common allergic 
entities. 

Rheumatic fever, periarteritis nodosa, dissemin- 
ated lupus erythematosis, dermatomyositis, serum 
sickness, various drug allergies, and possibly re- 
gional enteritis are all well known clinical entities. 
The variations in the individual clinical and general 
pathological patterns permit differentiation of a 
goodly number of these diseases. There remain, how- 
ever, those intermediate cases which the pathologist 
is hard put to file into a diagnostic pigeon hole. They 
possess in common one fundamental histopathologi- 
cal lesion, degenerative and fibrinoid alteration of 
collagen, the intercellular substance which lends 
strength to connective tissue and forms an important 
constituent of blood vessel walls. Vascular lesions 
play the leading role in the pathological features of 
this group so the term “visceral angiitis” has been 
used. The different organ distribution of the vas- 
cular lesions, the relative degree of involvement of 
the serosal and endocardial surfaces and the intersti- 
tial tissue, the degree of collagenous changes, and the 
cellular response of the organism set the pattern for 
that particular disease. 

Banks pointed out the striking similarity in the 
microscopic lesions of disseminated lupus erythema- 
tosis, dermatomyositis, scleroderma, and periarter- 
itis nodosa. The differentiation among them is de- 
pendent upon the dominant individual focal lesions, 
age, sex predilection, and the course of the disease. 
Fox ® feels that disseminated lupus erythematosis is 
an allergic disease while Rich in numerous publica- 


tions points out the allergic basis for rheumatic 
fever and periarteritis as well as serum sickness. 

Let us examine the evidence for a common me- 
chanism of evolution for the entire group, namely: 
antigen-antibody reaction in the tissue cells of a 
hypersensitive organism. 

Anaphylaxis, the Arthus phenomenon, and serum 
sickness are different patterns of the allergic state. 
The type of reaction will depend upon the antigen, 
the dose, frequency of the dosage, the route of entry, 
and the individual sensitivity. The individual sensi- 
tive to horse serum will react to intracutaneous 
administration of the serum with a violent wheal 
while if enough serum were to be given intraven- 
ously, he would likely die in anaphylaxis. The hyper- 
sensitive state is not a protective mechanism related 
to immunity. 

The injection of a heterologous serum, horse anti- 
tetanus serum for example, into a human stimulates 
the formation of antibodies against fractions of the 
horse serum, probably the globulin. If the rise in 
anti-horse antibodies is rapid enough, a significant 
titre will be reached before the horse antigens have 
disappeared. The reaction of antigen with antibody 
produces serum sickness, the individual symptoms 
depending upon which group of body cells the anti- 
bodies have become fixed. 

Clark and Kaplan* report two deaths following 
large doses of anti-pneumococcus serum. Patho- 
logically there was proliferation of histiocytes in the 
valvular and mural endocardium, the intima of the 
aorta and pulmonary artery, and the interstitial 
tissue of the heart, liver, kidneys, and adrenals. 
Collagen fragmentation and periarterial cellular pro- 
liferation were seen in the more severe lesions. 
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Similar collagenous lesions were seen in the two 
children reported by Werne and Garrow ** who died 
in anaphylaxis following a second dose of diphtheria 
toxoid. 

The rabbit equivalent of serum sickness may be 
produced by a single large dose of heterologous 
serum. The rabbits become ill, febrile, and there is 
flushing of the ears. 

-In the study of living vessels in the rabbit ear, 
Abel and Sheck?! found arteriolar constriction and 
migration of leukocytes through the capillary walls. 
Repeated doses of antigen produced focal endothelial 
destruction. 

Rich !* reports seven fatal pneumonia cases, in 
five of which the patient received both serum and a 
sulfonamide; in one, serum alone; and in one a 
sulfonamide alone. Six had symptoms of serum sick- 
ness before death. In each of these patients there was 
found at postmortem the typical early lesions of 
periarteritis nodosa, namely: necrosis, fibrinoid, and 
hyalin alteration of the collagen in the media of ar- 
teries, mononuclear and polymorphonuclear infiltra- 
tion of the vessel walls and perivascular areas, and in 
four cases infiltration with eosinophils. Rich later 
reported another case '* in which a skin biopsy be- 
fore sulfonamide therapy demonstrated normal ves- 
sels but the postmortem examination revealed 
typical vascular lesions. Comparable lesions follow- 
ing sulfonamides have been reported by Merkel and 
Crawford’* and Lederer and Rosenblatt.1° The 
similarity of rheumatic pneumonitis and the allergic 
pneumonitis due to the sulfonamides has been 
pointed out by Rich and Gregory.’® 

According to McCall,!* in periarteritis nodosa the 
fibrinoid degeneration of the media and the subendo- 
' thelial cellular proliferation may involve any or all 
grades of blood vessels. Later manifestations are 
periarterial granulomas and aneurysms. All organs 
may be involved. The classical case with abdominal, 
pulmonary, cardiac, renal, muscular, and skin symp- 
toms and signs offers little diagnostic difficulty. 


Bronchial asthma is a typical allergic disease. It 
may run a fairly benign course for decades, yet the 
asthmatic always treads a perilous path. Racke- 
mann !° stresses the relationship of asthma to periar- 
teritis and points out the unfavorable prognostic 
sign of a rising eosinophile count, especially if asso- 
ciated with multiple areas of pneumonitis. These 
signs may anticipate a full-blown periarteritis no- 
dosa. The Loeffler syndrome is therefore not always 
benign. 

Harkavy ® presents the records of four autopsied 
cases of asthma in which were present not only the 
typical bronchial lesions but also lesions of the blood 
vessels, myocardium, serous membranes, joints, skin, 
nervous, and hematopoietic systems. The pulmonary 
arterial tree showed a hyperergic reaction varying 
in severity from mere thickening of the media to an 
acute necrotizing arteritis. Similar vascular lesions 
were present in the heart, intestines, and other or- 
gans. The serous membrane involvement was thought 
to be secondary to the vascular lesions. The post- 
mortem findings in these cases are typical of periar- 
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teritis nodosa and represent varying degrees of the 
allergic vascular reaction to polyvalent antigenic 
sensitivity. 

Rich and Gregory,”° in a brilliant series of experi- 
ments, sensitized rabbits to horse serum and then 
gave them repeated sublethal shocking doses. Typical 
lesions of periarteritis nodosa in all stages were pro- 
duced: (1) edema of the endothelium and media, 
(2) necrosis, fibrinoid alteration, and hyalinization 
of the collagen of the media, and (3) marked peri- 
vascular infiltration. Diffuse glomerulonephritis was 
also present in some of the animals. The lesions 
could also be produced by a single large dose of 
serum. Rich’s work lends additional evidence of the 
close relationship of serum sickness, bronchial asth- 
ma, and periarteritis nodosa. 

Rheumatic fever probably causes more disability 
in the child and young adult than any other disease. 
It is of far greater importance than poliomyelitis as 
the cardiac cripple is more common and more handi- 
capped than the muscular cripple. A comparison of 
the amount of money available for the study of these 
two diseases indicates a great popular lack of under- 
standing of the facts involved. 

Rantz '° recapitulates the evidence implicating the 
beta hemolytic streptococcus or its products as the 
responsible antigen: (1) absence of rheumatic fever 
in the very young, (2) concomitant rise in incidence 
of rheumatic fever and streptococcus infections, (3) 
the appearance or exacerbation of the disease fol- 
lowing a streptococcus infection, (4) high titre of 
anti-streptococcus lysin in the disease, and (5) cu- 
taneous sensitivity to the streptococcus. Much credit 
is due Swift?” who 16 years ago came to a similar 
conclusion. 

Rich and Gregory?! review the cardiac lesions 
generally accepted as characteristic, namely: (1) 
focal alteration of the collagen, (2) the Aschoff body, 
(3) focal and diffuse cellular infiltrations, (4) focal 
alterations in the cardiac muscle, and (5) valvular 
verrucae. The valvulitis, polyserositis, arthritis, 
pneumonitis, peritonitis, and erythema nodosum and 
marginatum are organ manifestations of the vas- 
culitis. The authors were able to duplicate in rabbits 
sensitized to horse serum all these lesions, even to 
the Aschoff nodule, hithertofore considered to be 
pathognomonic of rheumatic fever. 

Hall of the University of Southern California 
School of Medicine had produced comparable results 
with rabbits. No report of this work has been pub- 
lished. Recently Moore '* of the same school has pro- 
duced similar lesions in white mice, but using egg 
albumin as the antigen. Minor focal perivascular 
lesions have been found in the control group. This 
finding is of great importance, suggesting that the 
mouse and probably man is subjected to a host of 
antigens from the time he leaves the womb until he 
retires to the tomb. These leave their mark but the 
reaction is usually so slight as to cause no symptoms. 

The vascular lesions of rheumatic fever and 
periarteritis nodosa differ in degree and distribution. 
In the rabbit both lesions are present. 

A consideration of disseminated lupus erythema- 
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tosis recalls the report by Libman and Sacks" in 
1924 in which they described what they thought to be 
a new Clinical entity in four cases of verrucous endo- 
carditis which was neither bacterial nor rheumatic. 
In retrospect, these four cases are really disseminated 
lupus erythematosis, an entity which had previously 
been described. 

Coburn and Moore? in a study of 30 cases decide 
it to be predominantly a disease of young females 
with an onset in summer and early fall and fatal 
within three to eighteen months. Clinically, one sees 
polyserositis, arthritis, pneumonitis, renal disease, 
lymphadenopathy, splenomegaly, and skin lesions. 
If one finds the characteristic skin lesions with as- 
sociated white centered petechiae, and finger tip 
hemorrhagic lesions, the diagnosis is simple. Many 
cases, on the other hand, cannot be differentiated 
from rheumatic fever or periarteritis nodosa. 

Gross‘ and later Klemperer ® have written detailed 
descriptions of the pathologic changes. The lesions 
resemble those of rheumatic fever and periarteritis 
nodosa with minor variation. Generally the collagen 
alteration is more marked but the cellular infiltration 
and reparative processes less marked than in rheu- 
matic fever. The involvement of the interstitial tissue 
is more marked than in periarteritis nodosa. The 
most characteristic lesion, if present, is the “wire- 
looping” in the kidneys produced by the deposition 
of an unknown substance between the glomerular 
epithelium and capillary. Chemically, one finds an 
increase in the gamma globulin, that fraction of the 
plasma protein which is said to contain the anti- 
bodies. 

These people are unusually photosensitive and 
acute exacerbations following sunburn have been 
recorded. It is thus linked to acute porphyria. Fox ® 
reports a case of serum sickness which merged into 
disseminated lupus erythematosis. 

Dermatomyositis is similar except that the course 
is longer and the somatic rather than the splanchnic 
structures are apt to be involved. 

Lesions in the bowel similar to regional enteritis 
have been reported in periarteritis nodosa and in 
experimental animals shocked by foreign proteins. 


SUMMARY 


The diseases discussed have as the fundamental 
lesion collagen alteration. They are as truly mani- 
festations of the allergic state as is asthma. The 
human is increasingly exposed to a host of potential 
antigens as soon as he is born, yet only a few de- 
velop sensitivity that results in allergic disease. 
Probably the single most important factor in pre- 
disposing to the allergic state is the inherent consti- 
tution of the individual. The allergy is single at first 
but becomes polyvalent with the passage of time. 


The physician must bear in mind that many drugs, 
sera, and vaccines are potential antigens. Sensitiza- 
tion to the sulfonamides is common knowledge. One 
should remember that about 5 per cent of patients 
will have allergic reactions to penicillin, some of 
grave severity. Penicillin inhalations in asthmatics 
may make the disease more severe by adding another 
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antigen. Penicillin in oil and wax appears to produce 
a higher percentage of allergic reactions than peni- 
cillin in saline. 

Heterologous serum is always potentially danger- 
ous and should be used only on definite indication. 
Cold vaccines in the hypersensitive individual may 
give trouble. Influenza vaccine contains minute traces 
of egg antigen and will produce severe reactions in 
individuals sensitive to egg. Probably it should be 
used only when an epidemic threatens. 


Enthusiasm for massive salicylate therapy in acute 
rheumatic fever has waxed and waned. Coburn ® re- 
vived interest in it in 1943. His belief that salicylates 
will prevent cardiac complications and reduce the 
occurrence of the polycyclic form is not generally 
shared. 

The antihistamine drugs are generally effective in 
serum sickness and may have some promise in the 
other diseases. 

Desensitization is rarely effective, as the sensitivity 
is usually polyvalent. 


CONCLUSION 


1. Serum sickness, periarteritis nodosa, rheumatic 
fever, disseminated lupus erythematosis, dermato- 
myositis, and perhaps regional enteritis have the 
common denominator of sensitivity. 

2. Human lesions of collagen necrosis, fibrinoid 
alteration, and hyalinization, the fundamental patho- 
logical lesion in these diseases may be reproduced in 
animals. 

3. Present therapy is not effective once angiitis is 


established. 
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The Early Diagnosis and Radical Treatment of 
Prostatic Carcinoma 


FRANK HinMAN, Jr., M.D., San Francisco 


INTRODUCTION 
FRANK Hinman, Sr., M.D. 


Of all malignancies in men of all ages, cancer of 
the prostate is seventh in frequency, cancer of the 
stomach being first. But in men over 50 it is first, 
and with the rising expectancy of life span, it pre- 
sents a problem of increasing magnitude. 

Cancer is a leading cause of death in this country, 
and the only certain cure has been early diagnosis 
and radical removal. This principle, universal for 
other cancers such as of the breast, the stomach and 
the rectum, has been restricted in its application to 
the cure of cancer of the prostate. The reasons for 
this may be the uncertainty and rarity of early diag- 
nosis, the suspected formidability of radical opera- 
tion and the recent palliative promise of estrogens. 
The urologic staff of the University of California 
has practiced the radical principle of treatment for 
over 30 years now. The author of the following paper 
has reviewed the records of both private and clinic 
patients of all members of resident and attending 
staffs of this period from four different hospitals, and 
the analysis he gives is based on these records un- 
influenced by memory or impression. The points at 
issue: How many patients will be cured by early 
diagnosis and radical surgery? What are the risks 
at operation and afterward? Does this surgical prin- 
ciple (widely applied elsewhere) apply to cancer of 
the prostate? 


From the Division of Surgery, Subdivision of Urology, 
University of California Medical School, San Francisco. 

Read before the section on Urology at the Annual Ses- 
sion of the California Medical Association, April 30-May 3, 
1947, Los Angeles. 


"[ HERE are still urologists who find no place for 
radical prostatectomy in the treatment of pros- 
tatic carcinoma, saying that it is incurable if it has 
reached a stage at which it can be suspected before 
operation and that consequently the only way to 
treat it is by palliation with resection and hormones. 
The confounding thing in their point of view is that 
they are 95 per cent right, for even today about 95 
per cent of all cases of prostatic cancer are seen when 
the cells have spread beyond the capsule and so 
cannot be excised with hope of cure. We can show, 
however, in our analysis of early cases that the re- 
maining 5 per cent should not be set aside as hope- 
less but should be treated by radical surgical opera- 
tion with a good chance for cure. 


We have analyzed all the cases diagnosed as 
“early” by rectal palpation by the staff of the Divi- 
sion of Urology, University of California, in the last 
20 years. The total is 45 cases. In eight of these cases 
the cancer was found to have spread beyond the 
capsule at operation. However, these cases are in- 
cluded in the analysis. Three other cases were not 
included because of inadequate operative or follow- 
up information. For comparison, we have reviewed 
recently published reports of series of unmetastasized 
carcinoma. 


Prostatic carcinoma differs from cancer of most 
other organs in two important ways. It originates in 
a part of the body fairly inaccessible to usual radical 
surgical methods for too many important structures 
lie against the prostate to permit excision of the 
tumor with a good margin. It differs also in that it 
grows slowly and is silent until it has spread too 
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far to be removed by any operation. Basically, it is 
because of these peculiarities that all the disagree- 
ment about the proper course of treatment exists; 
otherwise, radical surgery would be accepted as a 
matter of course. Consequently, we must evaluate 
four possibly adverse factors which are raised as 
arguments against radical surgery: the difficulty of 
early diagnosis; the high operative mortality; the 
unhappy postoperative sequelae, especially inconti- 
nence; and, finally, the remote chance of cure. 


Early Diagnosis: This is the base upon which all 
chance of cure rests. Carcinoma of the prostate gives 
no symptoms until very late, so that signs must be 
used for early diagnosis. The only reliable sign is 
stony hardness on rectal palpation. We constantly 
urge routine rectal examinations. 

We know that the finger is a poor instrument for 
finding even presumptive evidence of the lesion. 
Baron and Angrist (1941), studying clinically un- 
diagnosed lesions, could feel the carcinoma in the 
excised postmortem specimen only once in 50 cases. 
Moore (1935) felt the tumor in only ten of 58 
autopsy specimens. And the literature is spotted with 
series of very early carcinoma undiagnosed clin- 
ically and discovered only after microscopic study 
(Albarran and Halle, 1900; Shaw, 1924; Neller and 
Neubiirger, 1926; Hirsch and Schmidt, 1928; Bug- 
bee, 1929; Muir, 1934; Rich, 1935; Myers, 1937; 
Gaynor, 1938; Kahler, 1939). 

In the last ten years, we have seen 43 cases which 
were not diagnosed before operation. The reasons 
were that the tumor was too small, or medullary, 
or not in the posterior portion of the gland near the 
examining finger. The first of these conditions is 
not insurmountable; the small cancer may grow very 
slowly and will not spread outside the capsule until 
late. Before such extension, it may be felt rectally. 
In a study of 36 occult carcinomas, Baron (1941) 
reached the conclusion that “the probability is that 
they exist for many years, without causing symp- 
toms and without metastases.” No other explanation 
is possible for the discrepancy between the facts that 
from 14 per cent (Rich, 1935) to 29.4 per cent 
(Myers, 1937) of men over 50 years of age dying 
from all causes have carcinoma of the prostate, yet 
only 6 per cent (Griswold, 1946) die of that carci- 
noma. Medullary tumors are difficult to diagnose 
rectally, but fortunately they are relatively uncom- 
mon. Lastly, the tumor may be in a portion of the 
gland which cannot be reached by palpation. Since 
Shaw’s paper (1924), there have been many Amer- 
ican reports of small tumors arising in areas of 
benign hyperplasia (the French have long cham- 
pioned this site of origin), although much less fre- 
quently than in true prostatic tissue. The Spanish 
writer, Vernet (1944), among others, on the contrary 
believes that hyperplasia is never a focus. 


In our collection of 43 cases of carcinoma unsus- 
pected before operation, about half occurred prin- 
cipally in areas of benign hyperplasia but the exact 
locus could not be determined. Kahler (1939), in a 
careful study, found more occult carcinoma in the 
median, anterior and lateral “lobes” together than 
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in the posterior. In fact, he concludes, “The distri- 
bution of the localized tumors in the other lobes 
would seem to be roughly proportional to the area 
of those lobes as represented in a cross section of 
the gland.” He does not conform to the usual, and 
probably erroneous, division of five lobes; his pos- 
terior “lobe” is more or less that portion which can 
be felt through the rectal mucosa. Moore (1935) 
found 23.6 per cent in the anterior and lateral lobes, 
and Gaynor (1938) noted 39.4 per cent. Both con- 
cluded that carcinoma in the anterior portion was 
less malignant than elsewhere. The important fact is 
that carcinoma of the lateral and posterior portions 
spreads cephalocaudad beneath the capsule (Moore, 
1935) so that almost no matter what part of the 
gland is first involved, the posterior portion is in- 
volved before the capsule is breached (especially 
since it is covered posteriorly by the avascular fascia 
of Denonvillier). It is for this reason that most of 
the early authors in America, of which Geraghty 
(1922) is the best known, believed that all cancer 
of the prostate originated in the so-called posterior 
lobe; they merely saw a later stage in the surgical 
specimen than Kahler and the others have noted in 
autopsy material. 


This discussion would be incomplete without men- 
tion of the much publicized early involvement of 
the perineural lymphatics relative to the possibility 
of complete excision. Carcinoma cells invade these 
vessels early; their presence is one of the most re- 
liable criteria for diagnosis (Kahler, 1939). The 
widely accepted syllogism that (a) prostatic carci- 
noma infiltrates the perineural lymphatics early, and 
(b) that lymphatic invasion means metastasis, hence 
(c) prostatic carcinoma metastasizes early, is based 
on faulty reasoning. The fallacy is in the fact that 
the true prostatic capsule limits metastasis along the 
perineural lymphatics until late. Moore (1935) in 
his study of 375 cases stated, “Perineural lymphatic 
invasion in the capsule of the prostate is one of the 
earliest changes in carcinoma but invasion of the 
vesicles and distant lymphatic invasion is a late 
manifestation.” The radical prostatectomy is based 
upon this fact, for there is no opportunity at opera- 
tion to dissect out the secondary lymph zones. Be- 
sides, Warren, Harris and Graves (1936) have dem- 
onstrated direct lymphatic pathways to bone. Simi- 
larly, venous invasion and spread is a late occurrence 
(Batson, 1940). 


We describe the technique of rectal examination 
because of its prime importance in diagnosis. Only 
with the patient standing in extreme flexion or kneel- 
ing in the knee-chest position is the stony hard 
nodule presented to the examining finger in a char- 
acteristic manner. Biopsy, for confirmation in early 
lesions, is done only perineally with preparation for 
frozen section and radical excision. Needle biopsies 
are felt to be worthless or misleading if negative; 
even if positive, they indicate an early lesion and 
hence radical perineal surgery. In 50 cases in which 
early carcinoma was diagnosed by rectal examina- 
tion, the evidence wes sufficiently doubtful in 27 
(54 per cent) to warrant biopsy (Chart 1). Eighteen 
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of the biopsy examinations were positive, eight were 
negative and one was equivocal. Of the eight nega- 
tive biopsies, four were characteristic enough on 
direct examination of the exposed prostate to warrant 
the radical procedure; in three of the four, this 
diagnosis was proved correct. In two other cases, 
biopsies were not done and the radical operation 
was carried out under the erroneous impression that 
the lesion was carcinoma. Acid phosphatase deter- 
minations, cystoscopy and roentgenograms were used 
only to rule out late carcinoma. 


Cuart 1.—Perineal Biopsies 


Per cent 
Rectal suspicion of carcinoma 
ON i Sin teal oe te tae a 54 
Positive 36 
Negative* 16 
RII 3 ch cccca cease dsacecnesescsucions ee 2 
UN oS ia ack ae peta csteny pies 23 46 


* Radical prostatectomy in four cases with negative bi- 
opsies, three contained carcinoma. 

+ Two additional patients, without biopsy, had the radical 
operation unnecessarily. 


We see, therefore, that all depends on early diag- 
nosis by palpation of stony hardness. This is difficult 
if the lesions are of small size, unusual softness, or 
relative inaccessibility to the finger. These difficulties 
are not found in all cases, so we must work toward 
increasing the relatively few—4.5 per cent (Bar- 
ringer, 1935) to 20.2 per cent (Colston, 1945)— 
that are seen while still limited by the capsule. 


Operative Mortality: The second argument raised 
against radical treatment is the high operative mor- 
tality. The published reports vary from 4 per cent 
(Belt, 1942) to 12.1 per cent (Yllyés, 1935). In the 
present series of 45 cases, six patients died within 
two months of operation, for the unusually high rate 
of 13.3 per cent; but there have been no deaths in 
the last 20 cases. This rate is prohibitive only if it 
is shown that the operation is too seldom curative, 
for we are dealing here with lethal cancer. A corol- 
lary to this objection is that the life expectancy in 
any event is too short to warrant radical surgical 
removal. The average age of our patients at the time 
of operation was 67.5 years. Their computed life 
expectancy was ten and one-half years. Certainly 
this is time enough to warrant attempting a cure. 
The additional fact that these patients have a recur- 
rence, if any, in areas remote from the vesical neck 
means that the operation assures greater comfort for 
their remaining years even if cure is not obtained. 
In general surgery the trend has been toward re- 
moving the primary tumor even in the presence of 
metastases to allow increase of general well-being 
and permit death from metastasis unaccompanied by 
the distressing symptoms of local growth (Brunsch- 
wig, 1947). Urologists also have commented on 
the freedom from local recurrence following “par- 
tial radical” prostatectomy (Smith, 1941; Colston, 
1945). We have not included 19 five-year survival 
cases in which radical perineal prostatectomy was 
done although the preoperative diagnosis was late 
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carcinoma. Of these, 10.5 per cent had recurrence 
of obstruction, but 35.3 per cent lived five years. 
All but three died of carcinoma (Chart 2). 


Cuart 2.—Analysis of 5-Year Series, Radical Prostatectomy, 
Late Carcinoma 











Total number of cases 
Minus operative deaths 
Alive 5 years 
Without carcinoma 
With carcinoma 
Dead in 5 years.......... Des Gana Don NE 11 
Without carcinoma 
With carcinoma 


64.7% 


10 
2 (10.5%) 


It has been interesting to observe in this connec- 
tion that there have been no cases of recurrence of 
carcinoma in the operative scar. This was under- 
lined particularly in one case in which, a week after 
a negative report was given on the frozen section 
biopsy, the permanent sections were read as contain- 
ing carcinoma. Consequently, the perineal incision 
was reentered and radical prostatectomy done. The 


- patient was alive without evidence of recurrence 


seven years later. 


Incontinence: This is: the third factor against a 
more general use of radical surgery. In the present 
series, only five patients (11 per cent) had enough 
leakage to wear a clamp or bag; the same number 
had some stress incontinence and usually wore a pad 
when out of bed (Chart 3). One patient had a recto- 
urethral fistula. Other postoperative complications 
have been obstruction secondary to improper repair 





Cuart 3.—Postoperative Complications 





UNNI ns a oN 45 
Partial or total incontinence 

Stress incontinence 

Postoperative obstruction 





of the vesical neck (two cases, 4.4 per cent), necessi- 
tating transurethral resection one and two years after 
operation, and pain secondary to metastasis in pa- 
tients with progressive carcinoma. Impotence is not 
an invariable accompaniment of total prostatectomy 
(erection without ejaculation occurs in some pa- 
tients); however, since it accompanies hormonal 
treatment as well, it does not enter the present dis- 
cussion. 

Curability: The last and most important factor 
which determines whether or not radical prostatec- 
tomy is the treatment of choice is the proportion of 
cures as compared with the cures attained by any 
other regimen. After the introduction of hormonal 
therapy, there was much loose thinking about the 
cure of prostatic carcinoma by this means alone. This 
is now seen to have been false optimism. All castrate 
and estrogen-treated series to date show a steadily 
progressive increase in death rate. That the radical 
procedure is curative has been shown before. Col- 
ston’s series, reported in 1945, showed the best results 
with 48.2 per cent five-year cures (excluding opera- 
tive deaths from the calculation). In the present 
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series, we have 23 patients who were operated upon 
five or more years ago; of these, 56.5 per cent lived 
five years or longer (Chart 4). One patient is alive 
after 17 years. In 68.7 per cent there was no evidence 
of recurrence. 


CHART 4 ~heiieale of 5- Year Series, Radic al Pusan, 
_ Early Carcinoma ~ 





Total OE C0 CHOI icc pcrcccscctsacnccoubns eg 28 

Minis Operative eathis: -..........2......c.cciecccsncersssconsers 23 

Alive 5 years 13 (56.5%) 
Still alive without carcinoma 
Still alive with carcinoma 
Dead without carcinoma 
Dead with carcinoma 

Dead in 5 years............ 
Dead without carcinoma 
Dead with carcinoma 

Average survival (series unclosed) 54 years 

Maximum survival (1 case) ................... beeen _ 17 years 

Average age . - 67.5 years 


10 (43.5%) 


To data further the five-year cures, we have 
compared the deaths in three groups; our five-year 
series of radical perineal prostatectomies, Vest and 
Frazier’s (1946) so-called 1930 series of 74 cases 
of untreated carcinoma, and Nesbit and Plumb’s 
(1946) series of 273 cases of unmetastasized carci- 
noma. It is seen from Chart 5 that the radical opera- 
tion attained 56.5 per cent five-year cures compared 
with 10 per cent in the untreated series of Nesbit and 
6 per cent in that of Vest. These last figures agree 
with those of Griswold (1946) that 7 per cent (38 
of 544 hospital cases) survived five years with un- 
treated prostatic carcinoma. The series of Vest and 
Nesbit were chosen for comparison because their 
method of recording their statistics is similar to ours; 
Bumpus’ (1926) series, on the other hand, is not 
comparable, since it is calculated from the date of 
onset of symptoms rather than the date of consulta- 
tion or treatment. Our own untreated cases have been 
seen mainly in the out-patient department, and avail- 
able data is not sufficient to permit using them for 
comparison. 
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The use of the word “cure,” even following radical 
prostatectomy, is not above criticism, for every urol- 
ogist knows of at least one patient with known but 
untreated carcinoma who has lived eight or more 
years after diagnosis. For this reason, and for the 
additional one that our material is not sufficiently 
mature, we limit our discussion to five-year cures, 
since at five years 90 to 94 per cent of untreated 
patients are dead. The indications are that almost 
as high percentage of those treated hormonally will 
also die within that period (Nesbit, 1946). When 
deaths from radical perineal prostatectomy are com- 
pared year by year with those of an untreated series 
(Chart 6), it is seen that radical treatment gives 
approximately a 50 per cent lower curve, indicative 
of about twice as many patients alive at any time. 
In addition, the tendency toward flattening of the 


CHART 6 


COMPARATIVE SURVIVAL 


UNTREATED AND RADICALLY TREATED 
S ~4AR SERIES 


PLR CENT-OEAOD 


36 +6 
SURWVAL in MON7TAS 


— Untreated, unmestastatic (Nesbit and Plumb,1946: 273cases) 
—-Radical prostatectomy (23cases) 


CuHart 5 


COMPARATIVE SURVIVAL 
SJ YEAR SERIES 


RADICAL —— 
23 cases) 


UNTREATED, VEST and 
FRAZIER ( ?4 cases) 


NESBIT and PLUMB 


UNTREATED,UNMETASTATIC, 
(2735 cases) 


Dead ,Ca and Other 


25 50 7S 


PERCENT OF CASES 
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curve as time passes may indicate that those in whom 
all the carcinoma had not been removed die early 
and later deaths will follow the expected rate for the 
population in general. This of course cannot be 
proved by so small a series. At any rate, 84.6 per 
cent of these cases showed no evidence of recurrence. 


A second worthwhile comparison is with larger 
series of patients with unmetastasized carcinoma 
necessarily followed for shorter periods of time, some 
treated by orchiectomy (Nesbit and Plumb, 1946, 
45 cases) and some given no treatment (Nesbit and 
Plumb, 1946, 388 cases). The time since the intro- 
duction of hormone therapy is too short to allow 
comparison of a five-year series. The consensus of 
opinion from the published reports is, however, that 
the greatest benefit occurs in the first year or two 
and that there will probably be no long term “cures.” 
On Chart 7 again we find the low curve of longer 
survival of those treated by radical surgery. In the 
radically treated cases, even when compared with 
the curve of the orchiectomy series, there is about 
a 25 per cent lower death rate. The patients in whom 
all the tumor was removed would not stand out in 
a two or four-year survey, but would give evidence 
of cure only when followed for longer periods. 


CHART 7 


COMPARATIVE SURVIVAL, 
UNTREATED, HORMONE TREATED 
AND RADICALLY TREATED 
SHORTER FERM (craclosect) SEFUILES 


o 
° 


PER CENT - DEAD 


48 
SURWVAL In MONTHS 
— Untreated (control) series (Nesbit and Plumb,1946:386 cases) 
**Orchiectomy series (Nesbit and Plumb,1946:45 cases) 
== Radical prostatectomy series (39cases) 


In a few words, comparison of survival at any 
period shows the superiority of radical excision over 
palliative treatment. Even the addition of the worst 
figures of 13.3 per cent mortality plus 11 per cent 
morbidity to any but the early periods does not tip 
the balance away from the radical operation. 


SUMMARY 


1. An analysis is presented of the 45 cases of early 
carcinoma of the prostate diagnosed by rectal palpa- 
tion and treated by radical perineal prostatoseminal 
vesiculectomy in the last 20 years by members of 
the University of California Hospital staff. 

2. Four factors have been advanced as arguments 
against the value of the radical operation. We feel 
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that these are answered by the results of the analysis. 

(a) The difficulty of early diagnosis: It is ad- 
mitted that early diagnosis may be difficult or im- 
possible, but the one means of obtaining it, rectal 
palpation, must be exploited to the fullest extent by 
routine examinations and perineal biopsy of all 
suspicious lesions. 

(b) Prohibitive operative mortality: The average 
mortality rate for published series is between 5 and 
6 per cent. In the present series, 13.3 per cent died 
within two months of operation, but there were no 
deaths in the last 20 cases. These rates are felt to be 
within reason when compared to the rate of cure. 

(c) High incidence of incontinence: Incontinence 
occurred in 11 per cent of the cases. This likewise 
is considered a small price for the high rate of cure. 

(d) Low rate of cure: Of 23 cases followed five 
years or more, 56.5 per cent lived five years. Nine 
are still alive without evidence of carcinoma and five 
died without evidence of recurrence (68.7 per cent). 
These figures are compared with large series of un- 
metastasized untreated cases in which only 6 to 10 
per cent survived five years. The rate of cure for 
open series of shorter duration likewise is twice as 
high as for untreated cases and only slightly less 
than twice as high as a castrate series. 

3. Radical perineal prostatectomy is the indicated 
procedure, therefore, in the approximately 5 per cent 
of patients with carcinoma of the prostate who are 
examined early while the lesion is still limited by 
the capsule. Every effort must be made to increase 
the number of patients in this group and to give 
them radical surgery, since it is the only treatment 
that is curative. 

University of California Hospital. 
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* * & 
Discussion by A. J. Scuout, M.D., Los Angeles 


We all agree with Dr. Hinman that the proper treatment 
for carcinoma of the prostate in the early stages is radical 
removal, Carcinoma of the prostate is rarely found in what 


PROSTATIC CARCINOMA 


343 


might be called the early stage, although every malignant 
tumor in the prostate passes through that stage. The point 
is to educate, not necessarily the urologist, but the general 
doctor to be on the alert for such cases. The public should 
know the need for periodic examination. 


It is unfortunate that the diagnosis, even more so than the 
diagnosis of tumor of the bladder, is usually not made until 
the disease is far advanced. 


In Barringer’s series of cases of carcinoma of the prostate, 
24 months had elapsed between the onset of symptoms and 
the establishment of the diagnosis. In only 4.5 per cent of 
his cases were the tumors reasonably small and confined to 
the prostate gland and periprostatic region. Creevy found 10 
of 500 cases suitable for a radical procedure. In 95 per cent 
of Thompson’s cases the growth was spread beyond the con- 
fines of the prostate when first seen. Kahler found an in- 
volvement of the perineural lymphatics in 91 per cent of 
cases of prostatic carcinoma; both the large ones and the 
small had the same instance of perineural enlargement. 
Prostatic carcinoma rarely causes symptoms until the disease 
is far advanced, thus adding to the difficulty of recognition 
in the early stages. 


Dr. Hinman has shown us what good results can be ob- 
tained if prostates are removed while the growth is still con- 
fined to the prostate. Even after we have disposed of this 
small group of operable cases we still have a large problem. 
Transurethral resection is the simplest and in the majority of 
cases the most satisfactory procedure when obstruction is 
present. It gives adequate relief for prolonged intervals and 
can be repeated if necessary. Endocrine therapy is a great 
aid, and in some cases may reduce the gland sufficiently in 
size to obviate the need for surgical relief of the obstruction. 
In general, patients who have cancer of the prostate are made 
more comfortable by endocrine therapy, either by castration 
or by the administration of estrogen, or a combination of 
both, than by any other method. They live longer and have 
less discomfort, although the majority, after a variable period 
of improvement, relapse and die of the disease. Endocrine 
therapy exerts different degrees of benefit on different types: 
although in some cases it is of no benefit, it may even pro- 
vide a cure in an exceptional case. 


“oe 
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The Management of Acute Neck Infections 


Cosy Hatt, M.D., Los Angeles 


oo prime consideration in the treatment of acute 
neck infections is the condition of the patient. 
It is imperative that his immediate general condition 
be considered while the exact diagnosis and specific 
treatment are being determined. 

The length of the patient’s illness, the cause of 
infection and the identity of the infecting organism 
are things the physician wishes to know. Likewise 
he must know whether the process is suppurative, 
non-suppurative, or vascular. These are the factors 
which determine how ill the patient is, but more 
frequently than not it is impossible to sum up all 
this data in the first few minutes. Therefore, the first 
two questions one asks in determining the measure 
of the patient’s illness are: 

1. Is the patient dyspneic? 2. Is the patient 
“septic” ? 

If the patient is breathing easily and displays no 
_ signs of severe sepsis, the physician may feel free 
to take more time in the evaluation. 


IS THE PATIENT DYSPNEIC? 


If the patient is having difficulty in breathing, he 
should not be left without competent medical care 
at hand nor without a tracheotomy set at the bedside. 

The cause of the dyspnea is important: Is it supra- 
hyoid, as in Ludwig’s disease, or is it infrahyoid? 
If it is purely obstructive, a tracheotomy will relieve 
the patient; however, there are those who believe 
that the death of some of these patients is not due to 
asphyxia but to pressure upon, or irritation of, the 
carotid body. Whether this explanation is adequate 
cannot be said, but almost all physicians have seen 
patients with acute phlegmons or abscesses in the 
neck die suddenly without obstructed airways. Medi- 
astinal extension must be kept in mind in cases of 
infrahyoid obstructions. 

If trismus is not marked, cellulitis not massive, 
and dyspnea seems to be due to laryngeal obstruc- 
tion, then a tracheotomy set should be kept at hand 
and the procedure performed when indicated. When 
the floor of the mouth is massively involved, how- 
ever (as in Ludwig’s disease), and there is a marked 
suprahyoid obstruction, one should not tarry long 
in incising the area of infection. Whether pus is 
obtained or not, the cellulitic area has been decom- 
pressed. This, the author believes to be important, 
although many take exception and hold that the 
procedure is a failure unless pus is liberated. It is 
true that one has a feeling of great satisfaction when 
pus spurts from the wound, but it should be remem- 
bered also that many patients progress rapidly to 
recovery even when pus is not obtained at incision. 

The obstruction due to peritonsillar and to retro- 


From the Department of Otolaryngology, University of 
Southern California School of Medicine. 


pharyngeal disease is usually obvious. The possibility 
of a foreign body must be considered. 

If there is marked trismus, but a good airway and 
a good voice, it is probably safe to spend more time 
on observation of the patient. Indirect laryngeal ex- 
amination should always be tried. An adequate air- 
way is essential. 


IS THE PATIENT “SEPTIC” ? 


In using the term “septic,” the author does not 
mean “toxic.” The patient with a flushed, hot face, a 
full bounding pulse, even a profuse perspiration but 
with warm skin, as seen in acute fevers and in acute 
tonsillitis, is considered toxic. 

In contradistinction, there is the patient who is 
pale, often ashen, who has a fast weak pulse and a 
cold clammy skin. This patient is considered “septic.” 
The former appears healthy-sick; the latter, deathly 
sick. 

If the patient’s condition falls into the “septic” 
definition, a periphlebitic or an endophlebitic process 
must be considered and appropriate action taken. In 
periphlebitis there is suppuration adjacent to the 
vein; while endophlebitis may have resulted from 
a mild infection, the evidence of which has largely 
disappeared by the time the sepsis is apparent. One 
occasionally sees a patient in a quiet interim when 
he acts and looks and feels fine. If he has had any 
indication of chills and fever preceding examination, 
he should be kept under observation for at least ten 
days. Such patients sometimes develop septicemia. 

The injudicious and excessive administration of 
sedatives or morphine is not only dangerous to the 
patient but very seriously confuses the clinical pic- 
ture. It should be remembered that pallor and 
clamminess in a patient may be the result of loss of 
blood, and that the lost blood must be replaced. 
Shock, when present, must be combatted. 


CLINICAL DIAGNOSIS 


Having considered dyspnea and severe sepsis, and 
the immediate general condition of the patient, we 
may now raise our sights for longer range. 

In dealing with acute neck infections, the history 
is most important. One should know the duration 
of the process and its development until first seen. 
The mode of origin—dental abscess, dental extrac- 
tion, fracture of the jaw, tonsillar or peritonsillar in- 
fection, pharyngitis, salivary calculi, scalp infection. 
trauma, or other infections in this area—often gives 
a lead as to the location of the disease. 

Certain areas of the neck are so frequently in- 
volved in cellulitic or suppurative processes, and 
present such characteristic signs and symptoms, that 
they have become individualized as spaces. Examples 
of these are the pharyngomaxillary and the mastica- 
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or. A knowledge of the anatomy, and of the charac- 
eristic clinical pictures produced, greatly facilitates 
1 systematic examination, a differential diagnosis, 
ind a rational treatment of patients with acute neck 
afections. 

Pharyngomaxillary involvement is usually pre- 
eded by a pharyngeal infection or operation. There 
s trismus or difficulty in opening the mouth, tender- 
iess and induration at the jaw angle, and displace- 
nent of the lateral pharyngeal wall toward the mid- 
‘ine with little or no acute inflammation. 


Masticator* disease is preceded by a history of 
dental infection. The trismus is usually more intense 
than in pharyngomaxillary infection, the pharyngeal 
swelling may be present, and the external swelling 
or induration is usually very intense. One encounters 
great resistance upon attempt to depress the posterior 
portion of the tongue on the affected side—a sign 
not present in pharyngomaxillary disease. 

It must be borne in mind that trismus is a cardinal 
symptom of tetanus. 

Because the term “Ludwig’s” has become so firmly 
established, but often so loosely used, it is well to 
state what we consider as Ludwig’s disease. We use 
the term to designate massive cellulitic invasion of 
the floor of the mouth which crowds the tongue to 
the palate and exerts such rapid and extensive pres- 
sure in all directions as to create one of the most 
dangerous and rapidly fatal processes occurring in 
the neck. The signs may be confined to the floor of 
the mouth, but more commonly the swelling is both 
above and below the mylohyoid diaphragm. Edema 
of the oral floor can be a symptom of lesser severity 
and the condition of the patient must be our guide. 

Large submental swellings and indurations are 
usually processes involving lymph nodes, secondary 
to infections of the lower lip or chin, and are not 
to be confused with the serious picture of Ludwig’s 
disease. Infection of the salivary glands, as well as 
acute inflammation of congenital cysts, are always 
considered. Superficial adenitis usually offers little 
difficulty. 

Not infrequently one sees a patient with intense 
pain and induration in the area of the upper one- 
third of the sternomastoid muscle. There is marked 
torticollis, with the chin usually elevated, and often 
a temperature chart indicating sepsis. When the 
cause can be established, it is found to be a scalp 
or skin infection. Suppurative adenitis beneath the 
posterior border of the sternomastoid muscle pro- 
duces the symptoms. 
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As disease does not always respect carefully de- 
scribed anatomical lines, the foregoing systematic 
outline serves us well in the process of diagnosis; 
and in the final analysis, the “pus is where you find 
it.” 

TREATMENT 

Sulfonamides and penicillin have made a consid- 
erable change in the therapy and the prognosis of 
acute neck infections. If there is suppuration, incision 
and drainage is done, usually with the use of sul- 
fonamides or penicillin before and afterwards. In 
the non-suppurative cases, or phlegmons, we try the 
sulfonamides and the penicillin for a week or more 
unless alarming symptoms intervene. These cellulitic 
processes respond readily, as a rule. The patients 
with purely phlebitis involvement, with chills and 
fever and a high leukocytosis receive the same inten- 
sive therapy. If the sepsis continues or metastases 
develop, ligation is required—and the therapy is 
continued. 


In a few cases the disease does not respond to 
sulfonamides and penicillin. In such cases, the or- 
ganism is probably a virus or, possibly, an anaerobe 
which is not sensitive to the drug used. The outcome 
depends upon the balance between the patient’s re- 
sistance and the organism’s virulence. 


Arterial erosion from acute neck infections de- 
mands attention to the vessel or vessels involved. 
Furstenberg ” said: “Several hemorrhages of increas- 
ing proportions presage the fatal loss of blood and 
emphasize the need of immediate surgical interfer- 
ence. The anticipation of such an accident calls for 
another life-saving measure, namely, ligation of the 
common carotid artery.” The internal carotid is the 
artery most commonly eroded. Common carotid liga- 
tion sometimes fails to control the hemorrhage. In 
such cases, the bleeding is either directly from the 
external carotid, or a retrograde flow through the 
external into the internal carotid. Brownell ! reported 
such a case a few years ago. The corrective procedure 
is to tie either the external or the internal carotid. 

1136 West Sixth Street. 
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A Health Department's Role in the Cancer Program 


LEsTER BresLow, M.D., San Francisco 


[NUMEROUS expressions of the need for a com- 
prehensive cancer control program press upon 
us. The most obvious of these is the record of mor- 
tality. Each year over 12,000 persons in California 
die of cancer. This is four times the number of 
those who died of cancer in 1918. During that period, 
cancer has risen from fourth to second place among 
the causes of death. It has been estimated that ap- 
proximately one-third of the current deaths from 
cancer could be avoided if all available knowledge 
were applied. This means that approximately 4,000 
Californians are dying each year unnecessarily. 

The public is demanding that action be taken. 
This is evidenced by support for federal and state 
legislation for cancer control activities as well as by 
contributions to the American Cancer Society. 

In acknowledging the need for cancer control, we 
may ask what the components of a complete program 
should be. The National Advisory Cancer Council 
has stated these to be: “Statistical research, educa- 
tional activities with lay and professional groups, 
and the provision of adequate diagnostic and treat- 
ment facilities, including prevention or detection 
clinics, diagnostic and treatment clinics, consulta- 
tion services, tissue diagnostic services, an adequate 
number of hospital beds, and special facilities and 
services for patients in a terminal condition at hos- 
pitals or in their own homes.”’! 

It is clear from the broad scope of these suggested 
activities that no one agency or group can carry the 
full load. Rather, a mobilization of all resources 
available for cancer control is required. The medical 
profession, public health departments and voluntary 
health agencies should share the main responsibility 
for the movement. Other groups, however, also have 
a distinct contribution to make. Among these should 
be mentioned the allied health professions—dentists, 
nurses, medical social service workers—as well as 
hospitals and medical schools. The most urgent need 
is for the development in each state and community 
of an overall plan which will integrate the activities 
of these various groups. 

This discussion is concerned with the particular 
role of health departments in the cancer program. 
Many persons, both in and outside of public health 
organizations, have not yet recognized that there 
should be a role. They have adopted too narrow a 
working definition of public health, thinking of it as 
restricted to environmental sanitation, the control of 
communicable diseases, and vital statistics. It is true 
that most health departments in the past have de- 
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voted their energies largely to these activities be- 
cause available knowledge and techniques permitted 
the greatest saving of life to be accomplished by 
action in those directions. The success of endeavors 
against the communicable diseases and other causes 
of death in infancy and in early adult life has in- 
creased the average length of life. Consequently, 
those diseases which occur primarily in the later 
decades of life, cancer among them, are now assum- 
ing increasing importance. 

Health departments, if they are to fulfill their ob- 
ligations to the public, must concern themselves with 
these present causes of mortality. The California 
State Legislature, in establishing the State Board of 
Health in 1871, certainly did not conceive its duties 
in a narrow sense when it directed? that “the State 
Board of Health . . . shall take cognizance of the 
interests of health and life among the citizens gen- 
erally.” Health officers in this and other states are 
giving increasing attention to their responsibility for 
assuring maximum utilization of resources for the 
reduction of deaths and disability from cancer and 
other chronic diseases. 


In the course of their experiences with other health 
problems, health departments have developed several 
techniques which are applicable in the control of 
cancer. Public health agencies may be expected to 
use those services and resources already existing 
within their organizations as a contribution to the 
overall plan previously mentioned. 


Statistical research is basic to the attack on any 
health problem. In the case of cancer, certain in- 
formation may be secured from an analysis of the 
death certificates. However, for a full picture, study 
of morbidity data is also essential. Without it we 
do not even know the scope of the problem, and the 
number of cases of the disease. Basic epidemiologi- 
cal knowledge, the natural history of the disease, 
especially in the less common types of cancer, is 
lacking. Progress against the disease as the program 
gets under way can be measured only by an ade- 
quate quantitative system. Follow-up of cancer pa- 
tients after treatment would be greatly facilitated. 
Actual measurement of the effectiveness of the 
methods of treatment can be accomplished only with 
a well organized record system. 

Health departments have developed extensive sta- 
tistical services. Death certificates are routinely an- 
alyzed by health departments as are case reports of 
a number of diseases. These services have necessi- 
tated the building up of staffs of qualified public 
health analysts and the elaborate equipment of mod- 
ern statistical operations. It is only logical that these 
be used in the interests of cancer control. 
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The public health nurse is practically a symbol of 
the present day health department. It is she who 
visits the homes of all classes of citizens in order to 
give direct service and to carry the educational 
message of public health. It is she who sees health 
problems in the raw and who is in a position to give 
needed advice. The public health nurse has had con- 
siderable experience with case-finding in a variety 
of diseases. The pattern of teaching the public to 
recognize early significant signs and symptoms of 
disease and stimulating prompt medical attention, 
is applicable to cancer. With proper emphasis on the 
problem of cancer in her training and supervision, 
the public health nurse can be a strong arm of the 
cancer case-finding program. 

Besides finding cases of disease, the public health 
nurse has also gained experience in helping to hold 
cases under proper medical supervision once they 
have been discovered. She has learned that establish- 
ing contact between the patient and the physician is 
often not enough. Under the direction of the physi- 
cian, it has been her responsibility to see that the 
patient is kept under medical care. Her usefulness 
as an adjunct to physicians, hospitals and clinics 
handling cancer patients becomes obvious. It may be 
necessary for her to interpret and reenforce the ad- 
vice of a physician regarding a plan of treatment or 
after treatment has been given. She may be needed 
to assure the patient’s return to the physician for 
observation and further therapy. 

The public health nurse also may give or super- 
vise the home nursing care of the cancer patient. 
Not to be neglected is her potential role in teaching 
the public the hygienic aspects of cancer control, 
such as the significance of oral hygiene, chronic 
irritation of moles, periodic self-examination of the 
breasts by women, and other matters of individual 
hygiene which are being increasingly recognized as 
important in the reduction of deaths from cancer. 

One of the newest specialists in public health is 
the health educator. Such a person is qualified in 
two particular activities. One is imparting knowl- 
edge and developing motivation concerning health 
in the general public and in special groups; the other 
is assisting in community organization of resources 
for attacking a particular problem. Since cancer con- 
trol involves the coordination of so many different 
agencies, the potentialities of the health educator are 
great. 

The health officer himself has responsibilities in 
cancer control—to make available the resources of 
his department for the attack on this disease which 
is increasingly affecting his community and to join 
with the medical profession and other agencies in 
developing and implementing a comprehensive plan. 
He is also interested in seeing that the program is 
integrated with the other health activities of the 
community. 

One specific direction which this interest may 
take is in connection with the cancer detection cen- 
ter. This device for screening apparently well per- 
sons in order to detect early signs of the disease has 
proven itself to be of considerable value and is en- 
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dorsed and supported by the American Cancer So- 
ciety. The health officer has participated in other 
programs of this sort and is now seeing them started 
not only for cancer but also for heart disease and 
diabetes. The possibility of integrating these various 
case-finding endeavors naturally occurs to him. An 
adequate detection examination for cancer includes 
a chest roentgenogram. This will reveal not only 
certain forms of cancer but also tuberculosis and 
some forms of heart disease. In the interests of econ- 
omy, the public health officer desires the maximum 
utilization of such a device for the detection of all 
diseases. The relatively complete physical examina- 
tion required to detect the principal forms of ac- 
cessible cancer reveals a great variety of other ab- 
normal conditions. Persons in whom such conditions 
are discovered should be referred to practicing phy- 
sicians for medical attention (and routinely are in 
detection centers) just as are findings indicative of 
cancer. 


Wherever established, the detection centers have 
evoked a highly favorable public response and have 
resulted in the appearance of many persons in physi- 
cians’ offices for the care of previously undisclosed 
disease, often in the early stages. This is a develop- 
ment of great significance in public health. Perhaps 
its greatest importance lies in the fact that it affords 
a logical place for the general practitioner to fit into 
the program. Thus far, the cancer control movement 
has been largely in the hands of the specialist. The 
detection center, where many diseases treatable in a 
physician’s office are discovered, represents a real 
opportunity for the general practitioner. 

As to the cancer control program of the California 
Department of Public Health, which was inaugurated 
October 1, 1946, an important element of it from 
the outset has been close liaison with the Cancer 
Commission of the California Medical Association 
and the California Division of the American Cancer 
Society with a view toward development of a com- 
prehensive State-wide plan. 


As a first step in this direction, the Cancer Com- 
mission and the State Department of Public- Health 
have undertaken a study of the cancer services and 
facilities in the State. The general purpose is:to as- 
semble the facts and stimulate interest necessary for 
the development of a well-rounded cancer control 
program. The more specific objectives are: (1) to 
gather and present the statistical and epidemiologi- 
cal data which are available concerning cancer, to 
evaluate its sufficiency and suggest ways in which 
further information can be secured; (2) to deter- 
mine what educational activities are now being con- 
ducted for lay and professional groups and how 
these can be expanded; (3) to obtain information 
on present diagnostic and treatment facilities and 
propose any feasible extension and improvement 
with particular reference to physicians’ services, 
hospital services, tumor consultation clinics, detec- 
tion centers, public health and visiting nurse services 
and medical social services; and (4) to bring into 
view the resources for cancer control and suggest 
how these can be coordinated. 
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This program is to be conducted county by county 
in cooperation with and under the sponsorship of 
the various county medical societies. In each in- 
stance, there will be an attempt to determine the 
extent of services at present and how they could be 
improved. The program, as a whole, in each county 
where the study is requested, will be evaluated with 
reference to the estimated need. Specific recom- 
mendations are to be made for strengthening local 
activities. 


In each county a report is to be prepared jointly 
by the Cancer Commission of the California Medical 
Association, the county medical society and the 
State Department of Public Health. These reports 
will be of an advisory nature and, it is hoped, will 
provide the basis for planning the expansion of the 
cancer control program by the medical society and 
other agencies in the county which can contribute. 


Upon the completion of the studies in the in- 
dividual counties, the data will be available for the 
establishment of a State-wide plan. 


Another sphere of activity of the State Department 
of Public Health is the development of statistical 
services. These are of two forms. One is the analysis 
of existing mortality data for the State as a whole 
and for individual counties. The other is the estab- 
lishment of a tumor record registry in cooperation 
with hospitals, clinics and physicians of the State. 
Many states have made cancer a reportable disease 
by law or regulation. The success of these compul- 
sory morbidity reporting systems has been dubious. 
In almost all places where they have been tried up 
to the present, only a small fraction of the cancer 
cases have been reported. 


Since most of the cases of significant cancer are 
dealt with in hospitals and clinics, the record rooms 
of these institutions appear as the best source of 
morbidity data. The proposed program of the State 
Department of Public Health therefore includes 
working on a voluntary basis with cooperating hos- 
pitals and clinics in the development of a registry 
system. In connection with the completion of the 
brief record forms and the forwarding of them to 
the State Department of Public Health, the participat- 
ing hospitals will be provided funds to carry out the 
work, consultation by a staff of public health and 
records analysts, analyses of the institution’s experi- 
ence with cancer, and assistance in special studies 
upon request. 


The usefulness of this service for the cancer con- 
trol program as a whole is obvious. Connecticut has 
already had several years of successful experience 
with this type of registry. In no other state has such 
a significant amount of data been assembled. Such 
a statistical service is a basic responsibility of the 
health department in entering the attack upon any 
disease. 

A third aspect of the State Department of Public 
Health’s cancer program is in the training of per- 
sonnel. Funds are used for the academic training of 
physicians, nurses and other professionally qualified 
persons in postgraduate work which may fit them 
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to enter the general field of public health and to 
make a contribution toward cancer control. Besides 
this academic training, a series of in-service training 
institutes for the allied health professions is planned, 
similar to those which the Cancer Commission has 
undertaken for physicians. The first of the series has 
already been completed. It consisted of 15 meetings 
in as many parts of the State, attended by 1,179 
persons, mostly public health nurses, for a one-day 
discussion of the role of the public health and visit- 
ing nurse in the cancer program. This series was 
sponsored jointly by the Cancer Commission and 
the Department of Public Health. The speakers at 
each meeting included a physician representative of 
the Cancer Commission to present the clinical aspects 
of the discussion. The response to the institutes was 
excellent. 


The department contemplates similar training for 
participation in cancer control for other professional 
groups. 

It will be noted that all of these activities are 
conducted by the State Department of Public Health. 
The philosophy of the modern public health move- 
ment is that a program shall be carried out, as far 
as possible, by city and county departments of 
health. This guarantees local direction and adjust- 
ment to varying circumstances in the different com- 
munities. As the cancer control program develops, 
it is essential that services in this field, also, be 
initiated in local public health agencies. The three 
aspects of the program begun thus far—survey of 
services, tumor record registry and training of per- 
sonnel—obviously had to be started at the State 
level. However, city and county health departments 
are expected to assume their appropriate responsi- 
bilities in the program as it progresses. They have 
available a variety of personnel and services in their 
organizations which should be utilized if the com- 
munity-wide effort against cancer is to be completely 
effective. 

751 Phelan Building. 
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Discussion by C. Hiram Weaver, M.D., Los Angeles 


I have had the privilege of studying Dr. Breslow’s paper on 
A Health Department’s Role in the Cancer Program and 
wish to congratulate him on the broad field to be covered by 
the State Department of Health and its component branches 
of County and City Departments. As a practicing physician 
interested in the broad cancer control program, especially 
since 1928, I have seen the advance of cancer knowledge 
spread gradually to physicians and then to the lay public. 
As a director in the American Cancer Society for Southern 
California during the period from 1930 to 1940 when the 
American Society spent its time and money trying to educate 
the physician to the broad cancer problem, I can say that it 
seemed quite a task to erase the d-featist attitude of a great 
majority of physicians. 

Dr. Breslow’s mention of the work done on statistics in the 
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State of Connecticut prompts me to mention the enormous 
amount of work begun almost 20 years ago by Dr. Lombard 
with and for the State of Massachusetts in its formation of 
various Cancer Clinics and the large Pondville Institute for 
Cancer. Also we cannot forget the fact-findings done in the 
late ’20s by the State Medical Association of Pennsylvania 
in a questionnaire sent out to all practicing physicians in 
Pennsylvania on the broad subject of cancer. The findings of 
the Pennsylvania State Medical Association certainly proved 
that the attitude of the physicians in the late ’20s and early 
’30s, on the subject of cancer, varied very much from our 
present concepts of the disease. Comparing this Pennsylvania 
report with the present attitude of physicians on cancer is 
most interesting. 

Thanks to the preliminary work begun over 20 years ago 
by the various cancer organizations, we are now ready, I be- 
lieve, to accept the work outlined by the State and suggested 
by Dr. Breslow in his very excellent paper. 


If statistics are to be available and usable in the cancer 
program—and this means finally to the benefit of the cancer 
patient—the great horde of cases has to be tabulated as to 
diagnosis, morbidity, treatment and end results. There is 
no better way to do this than to coordinate our many hospital 
records and tumor clinic histories with this suggested pro- 
gram. We all know our follow-up system in cancer is difficult 
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and costly, both in time and patience. Anything that can be 
done by the public health nurse in eradicating the tendency 
of the patients to seek the various cultist in fadish treatments 
should be accelerated, and Dr. Breslow’s suggestion of the 
public health nurse, educated in cancer care, should be a 
help in this respect. No doubt the public health educator 
needs training along these lines with the public health nurse, 
as he is also a contact man for the cancer program. 
Cancer, being the second greatest cause of death, should 
of course be a reportable disease, and the neglect of some 
physicians to report cancer is difficult to understand. 


I believe that all health departments are so organized that 
they could accept this added responsibility suggested by Dr. 
Breslow. My five years of service as a Health Commissioner 
in the Los Angeles City Health Department has acquainted 
me with our large personnel well enough to state that I be- 
lieve the Los Angeles City Health Department could take 
over this added responsibility and duty probably without the 
addition of any more personnel than four, or possibly six, 
public health nurses. We now have three well trained health 
educators, any one of whom could take on this job. 

I do not see that in any way this suggested program of 
Dr. Breslow’s would preempt or in any way intrude upon 
the private practice of medicine or the working and correla- 
tion of the tumor clinic with the private physician. 


Ses 





Myocardial Infarction and Heart Failure 


ARTHUR SELZER, M.D., San Francisco 


HE two common cardiac conditions, acute myo- 

cardial infarction and cardiac failure, occur fre- 
quently in the same patient simultaneously. Their 
coexistence is not a coincidence but usually there is 
a causal relationship between them in that one of 
them precipitates the other one. 


It is obvious that acute myocardial infarction, if 
large enough, may easily precipitate cardiac insuf- 
ficiency. On the other hand myocardial infarction 
may develop in the course of heart failure which is 
the result of other causes. The purpose of this com- 
munication is to discuss briefly various aspects of 
this relationship as found in a series of cases in 
which autopsies were done. 


Patients with congestive cardiac failure caused by 
hypertension, valvular disease, or other less common 
causes who have never shown clinical signs of 
coronary insufficiency, occasionally develop acute 
myocardial infarction. This may be brought on in 
different ways. First, myocardial infarction may oc- 
cur as a result of coronary embolism, the most com- 
mon source of the embolus being mural thrombosis, 
which is often present in dilated heart chambers, 
particularly in the presence of auricular fibrillation. 
We have recently seen an infarction of the myo- 
cardium in an eight year old child with heart failure 
due to hypertensive heart disease associated with 
pyelonephritis, where a true coronary embolism 
came from a mural thrombus. These cases are not 
common but are important enough to be considered 
in the differential diagnosis. Another way in which 
heart failure may precipitate the formation of a 
myocardial infarct is the production of thrombosis 
at the site of a previously existing stenosis of 
one or more branches of coronary arteries. Va- 
rious factors may contribute to the formation of a 
thrombus at the site of the stricture: increased tend- 
ency to intravascular clotting which occurs in cardiac 
failure and is possibly enhanced by various drugs, 
or slowing of the circulation and a fall in blood 
pressure. In certain circumstances interference with 
the coronary blood flow may bring about a myocar- 
dial infarction even in the absence of a complete 
occlusion of a major branch of the coronary artery. 


Myocardial infarction complicating chronic car- 
diac failure in hypertensive, rheumatic, luetic and 
other types of heart disease is a very serious com- 
plication. The superimposition of acute damage to 
the failing myocardium is often fatal within a short 
time. 


From the Departments of Medicine and Pathology, Stan- 
ford University School of Medicine, and the San Francisco 
Hospital (Department of Public Health, City and County of 
San Francisco). 

Read before the California Heart Association and the 
section on General Medicine at the Annual Session of the 
on Medical Association, April 30-May 3, 1947, Los 
Angeles. 


Demonstration at autopsy of a recent infarction 
of the myocardium in patients dying from chronic 
cardiac failure due to causes other than coronary 
heart disease is quite common although the infarc- 
tion is often unsuspected during life. For some un- 
known reason myocardial infarction occurring in the 
course of heart failure develops frequently without 
pain or any acute equivalent of it. In a series of 130 
consecutive cases of recent myocardial infarction 
taken from our autopsy file, 22 infarcts were found 
in patients who were in chronic heart failure before 
the development of the infarction. The clinical 
symptoms and signs suggested the presence of in- 
farction in only six of these patients, while in the 
remaining 16 patients it appears that the diagnosis 
could not have been made. 


Thus in the course of chronic heart failure myo- 
cardial infarction is a fairly common complication 
which, along with pulmonary infarction and embol- 
ism, ought to be suspected and investigated electro- 
cardiographically if an unexplained change in the 
condition of the patient takes place. 

Myocardial infarction as a complication of chronic 
heart failure is a very serious and often terminal 
event. It occurs most often in patients for whom the 
prognosis is very poor to begin with. On the other 
hand myocardial infarction occurring in patients 
whose physical activities showed no significant 
limitation from cardiac symptoms prior to the de- 
velopment of the infarction is referred to as “prim- 
ary’ myocardial infarction. Heart failure developing 
secondarily in the course of myocardial infarction 
belongs to an entirely different class of cardiovascu- 
lar events. Myocardial infarction often runs the 
course of an acute illness with complete recovery, 
and the presence or absence of heart failure and of 
various other complications in its course is of im- 
mediate and great practical importance. 


Physiologically speaking, heart failure is a direct 
consequence of acute myocardial infarction and is 
present in every case of sizable infarction of the 
myocardium. Destruction of a portion of the myo- 
cardium always affects the contraction of the heart 
and causes a fall in cardiac output, dilatation of the 
affected chamber (almost always the left ventricle), 
and increased pressure in the left auricle and pul- 
monary veins, even if these events take place only 
momentarily. Dilatation of the left ventricle acts as 
a stimulus for a more forceful contraction of the 
non-infarcted muscle fibers, and the effective output 
may be reestablished if favorable conditions exist. 

From the clinical standpoint it is important to 
know what role this decompensation plays in the 
course of myocardial infarction. Patients who have 
had no significant cardiac symptoms prior to the 
development of the myocardial infarction can be 
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divided into several groups, the classification depend- 

ng upon the presence and degree of cardiac failure 
resulting from the infarct. First, there are patients 
‘n whom no clinical signs of left ventricular failure 
are evident, although in almost every case latent left 
ventricular failure can be demonstrated by the use 
if special methods. Or, patients may show evidence 
of mild left sided failure, such as basilar rales, gallop 
chythm and mild to moderate dyspnea, which are 
often transitory. Still other patients may have severe 
‘eft ventricular failure: pulmonary edema, marked 
dyspnea, orthopnea and cyanosis. Secondarily to left 
ventricular failure the action of the right ventricle. 
may become insufficient and increased venous pres- 
sure and peripheral edema may appear. Finally, in 
some patients the predominant clinical picture is 
that of shock. 

What is the effect of these various forms of cir- 
culatory failure upon the course and mortality from 
acute myocardial infarction? In order to attempt 
to answer this question a study was made of a series 
of 95 cases of fatal myocardial infarction in which 
autopsies were done. These cases were unselected, 
but in all of them myocardial infarction was the 
primary disease and all the patients died within six 
weeks from the onset of the infarction. 


The incidence of the three forms of circulatory 
failure was as follows: left ventricular failure was 
present in 65 cases; shock occurred in 20, and right 
ventricular failure in 17 cases. 


Left ventricular failure, by far the commonest 
clinical manifestation of circulatory derangement 
due to myocardial infarction, appears, however, to 
be of least prognostic significance. Of the 65 patients 
in whom it was present, only 14 died of progressive 
cardiac failure, while in the remaining 51 the signs 
of left ventricular failure cleared up or remained 
mild, and the patients died of secondary complica- 
tions unrelated to cardiac failure. 


Right ventricular failure occurred in 17 patients. 
In contrast to left ventricular failure, systemic con- 
gestive failure occurred late for the most part and 
was invariably fatal. Only one patient developed 
right ventricular failure within the first week of the 
illness, and that was in a case of myocardial infarc- 
tion complicated by perforation of the interventricu- 
lar septum. This condition is known to be associated 
with marked right ventricular failure because the 
increased volume of blood in the failing left ventricle 
is shunted through the septal defect directly into 
the right ventricle, thus eliminating pulmonary con- 
gestion and leading to systemic congestion. In the 
remaining 16 patients who had right ventricular 
failure, it developed secondarily to left sided failure, 
usually in the second or third week. It was notice- 
able that in half of them postmortem examination 
revealed, in addition to the myocardial infarction, 
the presence of multiple pulmonary infarcts, and 
in these cases right sided failure was most severe. 
These findings suggest a causal relationship between 
pulmonary emboli and infarcts and right ventricular 
failure in the course of myocardial infarction. Evi- 
dently right ventricular strain due to pulmonary 
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emboli, added to pulmonary hypertension caused by 
left ventricular failure, may bring about failure of 
the right ventricle although either of these two 
factors alone might be insufficient for the develop- 
ment of clinical manifestations of systemic venous 
congestion. It is believed that knowledge of this re- 
lationship may be of some diagnostic value through 
directing attention to the presence of pulmonary 
emboli in patients who show marked right ventricu- 
lar failure. This may be of only academic interest, 
however, because the prognosis is very unfavorable 
if right ventricular failure develops in the course of 
myocardial infarction. 


Shock occurred in 20 patients. It was an early 
complication, occurring with or shortly after the 
initial attack of pain. In 19 patients the course was 
progressively downhill. In one patient the signs of 
shock cleared up but the patient died later from an 
unrelated complication. 


The seriousness of the condition of the patients 
who develop shock in the course of myocardial in- 
farction need not be emphasized: they present per- 
haps the most dramatic clinical pattern of this con- 
dition. The cause of shock is not known. It represents 
“forward” failure of the circulation, namely, a sud- 
den marked decrease in cardiac output ,with clinical 
manifestations of intense vasoconstriction, a com- 
pensatory attempt to maintain reasonable blood 
pressure as long as possible in spite of the falling 
cardiac output. The mechanism of traumatic and 
surgical shock is known to be peripheral and not 
cardiac in origin, namely, failure of sufficient quan- 
tity of blood to reach the heart. According to Star- 
ling’s law of the heart, the diminished venous return 
causes a fall in cardiac output, so that the heart is 
involved in this process passively without true in- 
sufficiency of the myocardium. It has been suggested ' 
that the shock of myocardial infarction is cardio- 
genic: the damaged left ventricle fails to maintain 
the output, and the suddenness of this may produce 
the clinical picture of forward failure more prom- 
inently than that of congestive phenomena. This 
theory has many attractive points, but it is based on 
speculation and is thus far not proven by any studies 
of circulation. On the other hand, there are some 
points favoring the theory of peripheral origin of 
shock in myocardial infarction, possibly a reflex 
pooling of the blood in the periphery with a second- 
ary fall of the venous return and cardiac output. 
This alternative view, if confirmed, implies that 
shock is a complication and not a direct conse- 
quence of myocardial insufficiency, and emphasizes 
the importance of active therapeutic measures. 


It is very instructive to present the immediate 
causes of death in the series of 95 patients with 
myocardial infarction. As has been pointed out, 
these were patients with “primary” myocardial in- 
farction, and therefore were well suited for the 
consideration of the immediate effects of the acute 
infarct upon the circulation. Theoretically, myocar- 
dial infarction can bring about death in two ways: 
it can damage the myocardium to such an extent 
that the effective maintenance of the circulation be- 
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comes impossible; or it may lead to secondary com- 
plications which prove fatal. In the first group one 
would expect either immediate death or the develop- 
ment of cardiac insufficiency with continuous pro- 
gression until death. In the second group cardiac 
failure is often absent, and this favorable course 
suggests that the patients might have recovered if 
the complications could have been avoided. 


In this series the immediate causes of death, or 
the most important factor immediately responsible 
for death, were as follows: progressive cardiac in- 
sufficiency, 14 cases; shock, 14 cases; sudden death 
(ventricular fibrillation? ), 24 cases; thromboem- 
bolic phenomena, 15 cases; cardiac rupture, eight 
cases; secondary coronary occlusion, five cases; 
incidental complication, 15 cases. 


These figures indicate that cardiac insufficiency 
is not the most important cause of death in myo- 
cardial infarction. All the patients in this series had 
been hospitalized and had lived for at least several 
hours after the onset of the illness. No cases in 
which the patients died within the first hour or two 
are included in the statistics, which are for the most 
part based on hospital material. It is quite prob- 
able that patients who die before having had time 
to reach the hospital represent the most seridus gases 


from the standpoint of circulatory derangement. It. 
has been estimated that the immediate mortality 


from myocardial infarction of the “primary” type 
is below 20 per cent. In thoses cases in which death 
occurs, it is doubtful that it occurs in more than 
one third within the first few hours. Thus one can 
visualize the effective compensatory measures occur- 
ring early in myocardial infarction. In 90 per cent 
or more of patients with myocardial infarction the 
circulation is effectively reestablished, and these pa- 
tients are candidates for recovery from the imme- 
diate attack. Many of them can recover completely 
for indefinite periods of time. Some of them, how- 
ever, succumb to various complications developing 
within the first few weeks following the attack. The 
small number of patients who die of circulatory 
failure either develop fatal decompensation at the 
onset or proceed into progressive cardiac failure. 
It is important to realize that more patients die 
in the course of acute myocardial infarction from 
secondary complications than from irreparable car- 
diac damage. Theoretically the presence of heart 
failure and a progessively downhill course indicate 
irreparable cardiac damage. Patients in whom these 
conditions exist represent the irreducible mortality 
from myocardial infarction. Patients who die even 
though an effective circulation can be reestablished 
despite the damage to the heart, should be considered 
as dying prematurely and unnecessarily. They die 
because present-day methods of prevention or treat- 
ment of various complications are inadequate. The 
three types of complications responsible for most 
premature deaths are thromboembolic phenomena, 
shock, and fatal arrhythmias. The nature of each of 
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these complications is such that prevention or effec- 
tive treatment appears within the realm of possi- 
bility. So far, the only hopeful approach toward the 
solution of this problem is the recent introduction 
of anticoagulants in the treatment of myocardial 
infarction. Not yet proven completely safe and effec- 
tive, and requiring elaborate technical facilities, this 
method may eventually become routine treatment of 
myocardial infarction. 

The need for finding better methods of treatment 
of myocardial infarction is very urgent and its im 
portance is emphasized by two facts. First, the num 
ber of persons at stake is very large. It has been 
estimated? recently that more than 100,000 persons 
die annually from coronary occlusion in the United 
States. The second point is the ever-increasing re 
alization in recent years that persons who recover 
from acute myocardial infarction need no longer: 
be considered chronic cardiac invalids. A large pro- 
portion of them regain normal cardiac function and 
enjoy indefinite periods of healthy and useful life 
after recovery from myocardial infarction. 

The large number of potentially preventable deaths 
from acute myocardial infarction among patients 
included in the present series indicates the possibility 
that the immediate mortality from myocardial in- 
farction may be reduced considerably in the future. 


SUMMARY 


The relationship between myocardial infarction 
and cardiac failure manifests itself in two ways: 
myocardial infarction may appear as a complication 
of chronic cardiac failure, or heart failure may ap- 
pear as a sequence of acute myocardial infarction in 
patients who had no disturbance of cardiac function 
prior to the formation of the infarct. 


Various forms of circulatory failure appearing in 
the course of myocardial infarction are discussed. 
Left ventricular failure is the most common, but most 
often is a self-limited, reversible process. Right ven- 
tricular failure is relatively uncommon, is often as- 
sociated with pulmonary complications, and is almost 
invariably fatal. Shock, also a serious complication 
of myocardial infarction, is usually fatal in these 
circumstances. 

An analysis of a series of cases of fatal myocardial 
infarction revealed that severe progressive cardiac 
failure was the primary cause of death in less than 
25 per cent of the patients in the series. Other pa- 
tients died as a result of secondary complications 
developing in the first few weeks after the coronary 
occlusion. 

450 Sutter Street. 
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Artificial Insemination 


Joun O. Haman, M.D., San Francisco 


KAa year in this country 50,000 couples marry 
who cannot have children and there are always 
2,000,000 couples who are involuntarily childless. 
Ten per cent of involuntary childlessness is because 
the male is either azoospermic or his semen so 
severely deficient that treatment is hopeless. There 
are always among us, therefore, some 200,000 hus- 
bands who will never be able to produce offspring. 

This figure will grow as marriages increase, and 
it is for this large group that artificial insemination 
holds promise. 

These couples have few alternatives: 


First: They can attempt to adjust themselves to 
the realization that theirs will be a childless union. 

Second: They can adopt children. 

Third: They can divorce and remarry. 

Fourth: The wife can have extra-marital coitus, 
with or without her husband’s consent. 

Fifth: They can have artificial insemination per- 
formed. 


Historically, it is generally believed that artificial 
insemination was first practiced in 1322—upon ani- 
mals. (A cunning Arab sheik who was jealous of a 
rival stole into an enemy camp in the dead of night 
and artificially inseminated all the mares with semen 
of an inferior stallion.) But now, an overlooked 
Talmudic document has been brought to light. It 
antedates the time of the Arab tale by approximately 
1,100 years. Furthermore, this document discusses 
in academic manner the artificial insemination of 
humans, although no mention is made of its inten- 
tional application. 

During the 17th and 18th centuries, Swammerdam, 
Jacobi, Spallazani and others experimented with 
artificial insemination in different animals. Later, 
John Hunter and J. Marion Sims inseminated hu- 
mans with some success, but soon gave up the 
practice. 


Ivanoff introduced artificial insemination in ani- 
mal husbandry into Russia in 1899 and since that 
time it has been used extensively to improve the 
livestock of the state controlled farms. In this manner 
the services of valuable sires have been spread over 
large numbers of cows, ewes, and mares. In 1936 
alone, more than six million cattle and sheep were 
artificially inseminated, as many as 15,000 ewes 
being inseminated by a single ram and over 10,000 
cows by one bull. 

The excellent results obtained in animal artificial 
insemination revived interest in the application to 
humans. From 1902 to 1938, only 24 articles on the 
subject appeared in the American literature, but since 
then interest has steadily increased. 


The physician treating an infertile couple is faced 
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with many problems. Probably the greatest is posed 
— he finds the wife to be nornial and the husband 
sterile. 


He must then inform the couple of their status, 
and explain the alternatives open to them. If they 
decide that artificial insemination is the solution to 
their problem, his duty and responsibility is greatly 
increased. The physician must carefully explain the 


. entire procedure to both husband and wife and must 


point out both the advantages and disadvantages of 
this method of reproduction. He must be certain that 
both husband and wife are equally serious and sin- 
cere in their request for artificial insemination and 
that they grasp the psychological and emotional dan- 
gers which they face, and that they clearly under- 
stand that these problems may recur throughout the 
remainder of their married life. If either partner 
shows only half-hearted interest, the subject should 
be dropped immediately. 

An important prerequisite is a probationary period 
during which the physician will see both the husband 
and wife and familiarize himself with the mental and 
psychological make-up of the couple. This “cooling- 
off” period gives the couple an opportunity to review 
the picture dispassionately and permits the husband 
to reconsider what may have been an act of bravado, 
pity for a childless wife, or an expression of his own 
wounded pride. The husband must clearly under- 
stand the possible emotional effect that this procedure 
may have on his future relationship with his wife. 
He must be aware that present sentiments are not 
always enduring. 

It is the physician’s solemn duty to refuse artificial 
insemination if he is not convinced that his patients 
are fully capable of the great adjustment necessary. 
By such refusal he saves himself, the husband, the 
wife, and above all, the potential child, much un- 
happiness. 

The abnormal conditions present in husband or 
wife indicating artificial insemination, using either 
the husband’s or a donor’s semen, can be divided 
into three groups: 


A. Male 


1. Defective spermatogenesis. 
Azoospermia, severe oligozoospermia, 
faulty germ plasm, and the rare necrozoo- 
spermia. 
2. Anomalies of the male genital tract. 
3. Extra-genital deformities preventing normal 
sexual intercourse. 


B. Female 


1. Rh sensitiveness and the rarer major blood 
group sensitivities. 

2. Extra-genital deformities preventing normal 
sexual intercourse. 
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3. Severe dyspareunia. 
4. Impairment of the cervical passage. 


C. Sterility with no evidence of cause in either 
partner. 


Group A presents definite reasons for performing 
artificial insemination and the percentage of preg- 
nancies is high. 

Group B is a borderline group, “1” and “2” being 
positive indications, “3” a probable reason, and 
“4” a possible indication. 

Group C is a composite group with no definite 
indication, few advocates, the percentage of preg- 
nancies small and the hazards encountered great. 

The prerequisites for artificial insemination with 
a donor’s semen are five in number: 

1. The couple must desire this method of treat- 
ment and understand its legal and psychological 
consequences. 

2. The husband must be irreparably sterile. 


3. The wife must produce normal functioning ova 
in a great majority of cycles. 


4. The wife’s tubes must be patent and show nor- 
mal peristalsis. 


5. The wife’s pelvic organs must be normal. 


Various procedures have been utilized for deposit- 
ing the sperm in portions of the female genital tract. 
The semen has been placed in the vagina, onto the 
cervix, into the cervical canal, into the uterine cavity, 
and directly into the tubes. It has been centrifuged 
before insertion and also mixed with a variety of 
fluids and then injected. The semen has been ob- 
tained by many methods, masturbation, withdrawal, 
condom, aspiration from the testicles, and even 
physiologic artificial insemination by injection of 
semen from a normal individual into the seminal 
vesicles of a sterile husband, to be followed by coitus 
soon after. 


The common methods of implanting the semen 
in use today are intracervical or intrauterine. With 
a donor’s semen it is only necessary to place the 
sperm at or into the cervical os. However, if the 
husband’s semen is used, it is usually placed in the 
uterine cavity itself, a dangerous procedure. 


Intrauterine insemination is used too frequently 
and often without an understanding of the indica- 
tions, the principles of technique, or the risks in- 
volved. The fact that a defective seminal fluid is most 
probably not capable of fertilizing an ovum even if 
it were deposited directly upon it is a factor very 
often forgotten. Guttmacher’s statement, that “giv- 
ing sperm a three-inch boost on a six-inch journey 
is valueless,” is based on this fact. 


It must be kept constantly in mind that compli- 
cations may occur. They are not common, and 
although usually of a minor nature, they are a 
potential source of serious danger. Several cases of 
acute salpingitis and pelvic abscesses have been re- 
ported. Siegler and Franz have each reported a death 
following insemination. 


These acute pelv'> infections may arise from the 
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use of infected semen or from relighting of a dor- 
mant tubal infection, or they may be caused by 
carrying infection up into the uterus from an in- 
fected cervix or vagina. 

Chemical peritonitis may result from using too 
much pressure and forcing the semen through the 
tubes into the peritoneal cavity. 


The possibility of causing endometriosis, endo- 
cervicitis, puncture of the uterus and tubal pregnancy 
must also be kept in mind. 


Careful selection of a suitable donor is paramount. 
The donor must remain anonymous to the prospec- 
tive parents and under no conditions should a mem- 
ber of the family be considered as a. donor. 


The donor should have the same racial and phys- 
ical characteristics as the husband and his emotional 
make-up should approximate that of the husband. 
He should be 30 to 35 years of age, in perfect health, 
with no history of familial or inherited diseases, no 
history of venereal diseases, of superior mentality, 
and, of course, highly fertile. If possible, the blood 
group and the Rh factor should be the same as that 
of the wife. 


The timing of the insemination is usually based 
on the wife’s cyclical dates and her basal body tem- 
peratures. Insemination is performed, for the first 
month or two, several times near the midcycle, in 
an attempt to inseminate at ovulation. After a chart 
has been compiled for several months, insemination 
is performed on the day of the drop in temperature 
and the day of the first rise. 


In all cases of the author’s series in which the 
patient became pregnant, insemination was _per- 
formed either the day before the drop, at the drop, 
or on the first rise. This substantiates the claim made 
by many that the basal body temperature is the most 
reliable of all simple clinical methods known at 
present to determine ovulation time. 


This system worked well where the periods were 
regular, but where the menstrual cycle was irregular, 
several attempts were necessary during the month 
at two to three-day intervals. Here again, however, 
reliance was placed on the basal body temperature 
curve to show when ovulation took place. 

The results obtained in the author’s series cor- 
respond closely with the aggregate of those reported 
by others since 1866 (Tables 1 and 2). In a total 
of 66 cases, 24 patients became pregnant (36.3 per 
cent). Thirty-six of the wives were inseminated with 
a donor’s semen, 19 becoming pregnant (52.7 per 
cent). The husband’s semen was used in 30 cases, 
and in only five, or 16.6 per cent, did pregnancy 
result. 

Of the 66 patients inseminated, 27 had husbands 
who were azoospermic, nine had husbands with very 
severe oligoospermia, one a husband who had a 
hypospadius. Husbands of the remaining 29 were 
apparently normal. Twenty-three of the 29 patients 
whose husbands were normal, however, themselves 
had abnormalities of the cervix. 

Inseminations performed on the 66 patients aver- 
aged 6.34 per patient (Table 3). The patients were 
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TaBLe 1.—Results of Artificial Insemination as Reported by Various Individuals Since 1866 





Name 


Rohleder....... 


Schorohowa 
Schorohowa 


-—No. of Cases 
D 


No. of Preg.— —-% of Preg. 
D H D 


55 1 


8 
5 
2 
23 
22 
21 0% 
1 3 100% 


10 
74 








inseminated one to four times each cycle, and the 
average number of cycles in which inseminations 
were done was 3.12. The 24 who became pregnant 
were inseminated an average of 2.7 cycles each. The 
AIH* patients among them were inseminated an 
average of 2.4 cycles and the AID?‘ patients an 
average of 2.79 cycles. Those that did not become 
pregnant were inseminated an average of 3.33 cycles, 
those who were AIH patients having been insem- 


* ATH: Artificial insemination with semen from husband. 
+ AID: Artificial insemination with semen from donor. 








TABLE 2.—Aggregate of Results Reported by Various 
Investigators Since 1866 


No. of Cases No. of Preg. % of Preg. 
D H D H D H 
831 279 33.5 


274 
Total 1388 


168 47 61.3 16.6 


35.6 


inated an average of 2.29 cycles and the AID patients 
an average of 4.77 cycles. 

There were 13 patients that were inseminated only 
in one cycle and immediately became pregnant. Also, 
there were a number of patients, usually those who 
were being inseminated with the husband’s semen, 
who became discouraged early and stopped insem- 
inations in one to three months (19 out of 24), 
hardly long enough to give the procedure a fair trial. 


The successful insemination dates were from day 11 
to day 18 (Table 4). 


There were eight males born and eight females, 
and there were two miscarriages. Outcome of the 
remaining six cases in which pregnancy occurred is 
unknown because of losing track of the patient. 

The length of pregnancy (eliminating the two 
premature labors) was from 257 to 280 days after 
conception, the average being 270.5 days. There were 
no tubal pregnancies in the series. 


TaBLe 3.—Details of Insemination of 66 Patients 





No. of 
Cases 


36 


No. of Insem. 
Preg. P No P 


19 115 203 
20 =«=81 
135 284 


Tot. - No P 


318 6.05 11.27 
101 4.00 3.37 


24 419 5.62 6.76 


Av. No. Insem. 


A.I. on 


. No. Cycles Ov. Date 


No P_ Tot. P No P Tot. 
4.77 3.83 43 51 94 
2.29 2.31 7 } 
3.33 3.12 50 61 111 


Cycles 

Tot. P No P Tot. 
8.59 53 86 139 
3.48 12 55 67 
6.34 65 141 206 
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Two of the patients had premature labors, one at 
238 days and one at 247 days. The babies survived, 
although one died later of dysentery. There were two 





TaBLe 4.—Successful Inseminations, Showing Days of Cycle 
on Which Insemination Was Performed 


11 12 13 14 15 16 17 18 Unknown Total 
2°35 70 141 4 24 





Days of Cycle 
No. of Preg. 1 


patients who required cesarean section, both be- 
cause of failure of the cervix to dilate. Both patients 
had been inseminated with donors’ semen. There are 
ten patients still under treatment, but they are in- 
cluded in the series. 

It is interesting to note that 42 different donors 
were used, but 15 accounted for all the AID preg- 
nancies, one accounting for three and two for two 
pregnancies each. It was also noted that with the 
semen from many of the donors the sperm invasion 
and migration was consistently poor, but the sperm 
of the 15 accounting for all the AID pregnancies 
was consistently above average in this respect. 

The following complications occurred: Three pa- 
tients, two with the husband’s semen and one with 
that of a donor, developed acute pelvic inflammatory 
disease requiring hospitalization. They were given 
penicillin and sulfathiazole and none developed a 
pelvic abscess. There were also two cases (both AID) 
of transient endometritis, but the patients recovered 
uneventfully in a day or two. 


Space does not permit a full review of the legal 
aspects, but the ordinary rules of law governing 
doctors are applicable to artificial insemination. 

Whether artificial inseminations will ever be ap- 
proved or accepted will depend upon the results 
obtained and indisputably established by reputable 
workers in this field. 

There are three well defined pitfalls awaiting the 
physician who practices artificial insemination: First, 
the allegation of negligence; second, interference 
with the rights of the parties, giving rise to possible 
charges of adultery; third, allegation of conspiracy. 

Neither California nor any other jurisdiction has 
any statutory law aimed at artificial insemination. 
The law has not kept pace with the advances made 
in medical science and particularly in the develop- 
ment of artificial insemination. The expressions of 
public policy and the rights of individuals contained 
in our statutes have no more contemplated the gov- 
erning of this field than they have the use of the 
atomic bomb. The courts have considered the ques- 
tion only rarely and in those few instances the views 
expressed have been so divergent and so far removed 
from the cause at hand as to lack authoritative 
weight. 

Case law on the subject seems to be limited to the 
dictum (language not binding upon future decisions) 
in one Canadian case, Orford vs. Orford. The court 
denied the woman plaintiff's claim for alimony, but 
stated that, in the court’s opinion, not the intercourse 
of the parties but the voluntary surrender of the wife 
to the reproduction faculties of another person with- 
out the husband’s consent constituted moral turpi- 
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tude and adultery. This opinion, so often quoted, is 
not only merely dictum but also falls short of estab- 
lishing an opposing precedent, in that it proceeds 
from Ecclesiastical Law, not recognized in the United 
States, and is based on the lack of the husband’s 
consent. . 

However, in a more recent unreported decision 
by a court in Cook County (Chicago) Illinois, the 
opinion was expressed that artificial insemination 
did not constitute adultery. 

To protect the physician against the possibility of 
a civil suit, written consent to the artificial insem- 
ination, signed by both husband and wife, should be 
obtained. In this consent should be set forth in detail 
the act to be performed and its possible consequences, 
both legal and medical. 


CONSENT FOR ARTIFICIAL INSEMINATION 


being husband and wife 
and cohabitating as such and being over the age of 21 years 
of age and residing at , of our own 
free will and volition do request of Dr 
that he inseminate , one of the undersigned 
herein, artificially with the sperm of a white male selected 
or to be selected by the same Dr 
make this request since we realize that Mr 
is hopelessly sterile, though not impotent, adequate labora- 
tory tests having been performed, and further because we are 
extremely anxious to have a child and we feel that our 
mutual happiness and our well-being will be greatly en- 
hanced by this Artificial Insemination. 

We understand that more than one attempt at artificial 
insemination may be required and there is no representation 
on the part of Dr as to the number of 
attempts. We fully understand that Dr 
does not or did not represent or warrant that a pregnancy 
or full-term pregnancy will result from such artificial in- 
semination; further, under no circumstances shall we de- 
mand that the name of the donor of such sperm be divulged. 

That we release the said Dr of any and 
all responsibility in the event that the issue that may result 
from said artificial insemination is abnormal in any respect. 


If properly worded it would be as much a safe- 
guard to the doctor as any form of consent cus- 
tomarily used in connection with surgical operations. 
The consent form used by the author is taken in part 
from that used by several different authors, with 
details necessary for protection under California 
laws. 

Laws pertinent to paternity generally contain a 
provision to the effect that the issue of a wife co- 
habiting with her husband is presumed to be legiti- 
mate. Under California law this presumption (Civil 
Code, Section 194) is conclusive and indisputable 
if the husband is not impotent. This opens only two 
avenues to attack the legitimacy of a child born in 
wedlock. Although there is no agreed legal definition 
of the word impotent, it seems to include inability 
to copulate rather than inability to reproduce. 

Therefore the only successful attack on the legiti- 
macy of a child born in wedlock (or within ten 
months after dissolution of a marriage) must be 
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based on lack of proof of cohabitation or impotency 
of the husband. 

The author feels that the ultimate trend of legis- 
lation on artificial insemination will depend pri- 
marily on the manner in which this delicate situation 
is handled by the medical profession. In other words, 
although there is nothing unlawful at present: in 
artificial insemination as practiced by reputable 
doctors, the smallest lack of integrity, care or atten- 
tion to the absolute requirements of such practice 
might easily bring about unfortunate occurrences 
which, with attending publicity, might well cause a 
revulsion of public opinion, resulting in legislation 
which would ban the practice entirely. 


SUMMARY AND CONCLUSIONS 


The number of childless marriages in the United 
States is constantly increasing. There are always at 
least 200,000 husbands who will never be able to 
produce offspring. Artificial insemination offers the 
possibility of children for the wives of this large 
group in our country. 
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There are certain prerequisites that must be 
strictly adhered to. Both husband and wife must 
understand the psychological adjustments that are 
necessary to assure continued marital happiness. 


The methods of insemination are briefly reviewed, 
and the complications, especially from the use of the 
husband’s semen, are enumerated. 

Careful selection of the donor and the preservation 
of his anonymity is paramount. 

Results show that insemination with the husband’s 
semen is only successful in a small percentage of 
cases (16.6 per cent) while insemination with a 
donor’s semen gives far better results, 52.7 preg- 
nancies per cent. 

Legal aspects are briefly reviewed, especially those 
pertaining to California law. 

The future trend of legislation on artificial in- 
semination depends primarily on the manner in 
which the situation is handled by the medical pro- 


fession. 
490 Post Street. 
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An Original Technique for Surgical Correction of Deep 
Paravesical Diverticula in Bad Risks 


Paut A. Ferrier, M.D., Pasadena 


OMPLETE vesical diverticulectomy can be a 

formidable operation. Fortunately, many diver- 
ticula empty with the bladder when the obstruction 
is removed and operation is not necessary. In other 
cases, in the relatively minor operation described by 
Young, the mucous lining may be removed and the 
stoma closed by an intravesical approach, using a 
paravesical drain. 


More extensive sacs may be attacked by dividing 


the bladder wall down to the opening, and then 
mechanically stripping out the lining, leaving the 
fibrous wall intact. All of these procedures have the 
merit of avoiding exposure of the deep pelvic struc- 
tures to infection and of injury to the ureters, the 
vas deferens, and the rectum, large vessels and 
nerves. Some diverticula have long harbored infec- 
tion or stone, and the lining is so adherent and in- 
accessible as to be extremely difficult to remove. In 
such cases the tedious and hazardous operation of 
total diverticulectomy has been done and the mor- 
tality is very considerable. This procedure may 
nevertheless be necessary if the ureter empties into 
the diverticulum, and its opening cannot be trans- 


planted by Young’s plastic operation; or, if there is 
a tumor in the diverticulum. Inadequate drainage in 
such cases may necessitate a perineal drain. 

The patient should be well prepared by proper 
water balance, drainage, urinary antiseptics, protein 
fortification, and attention to the cardiovascular 
system. Draining the bladder does not necessarily 
drain the diverticulum. In preparing infected diver- 
ticula with an accessible stoma, the author has in- 
serted into it a panendoscope, and, withdrawing the 
telescope, passed a catheter into the bladder as an 
outflow. Both are secured. A constant, rapid drip of 
a mild antiseptic will clear up a foul diverticulum, 
which bladder drainag® alone will not do. 

On any prostatit service there are many patients 
handicapped by eardiac or renal insufficiency, 
obesity, senility or general weakness, some of whom 
have deep pavravesical or subvesical diverticula, dif- 
ficult of access, in which sufficient dissection, even 
to adequately strip the lining, is too dangerous. In 
such cases the procedure applied in the case cited 
may be lifesaving. The author has not seen it de- 
scribed. 
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CASE REPORT 


Nine months before admission to the Los Angeles County 
General Hospital, the patient had entered another hospital 
for increasing dysuria, dyspnea and edema. That hospital’s 
record showed the patient had had a benign prostatic ob- 
struction, 1,000 cc. of heavily infected residual urine, stones 
in the bladder and in a huge diverticulum. The stones were 
removed by suprapubic cystotomy and a drain was left in. 
This was irrigated daily. After a stormy convalescence the 
patient’s health greatly improved, although the infection re- 
mained. He might have continued as he was indefinitely had 
he not been seized by an acute upper abdominal colic with 
jaundice. This brought him to the Los Angeles General 
Hospital. The gallstone apparently passed and the jaundice 
cleared. The patient had been taking digitalis since his last 
operation and still had some dyspnea and edema. He was 
treated on the medical service six weeks and showed great 
improvement. He was then transferred to the Urology Service 
with the medical diagnosis of cholecystitis with stones, 
obesity, emphysema, and arteriosclerotic heart disease. 

The treatment and rest had improved the patient’s con- 
dition and it seemed possible to consider some relief of the 
inconvenience of the tube and the imperfectly draining 
diverticulum with consequent intractable infection. 

Roentgenographic examination was negative for stone in 
the bladder and kidneys. The phenolsulphonephthalein test 
was 5-20-20 per cent, the non protein nitrogen 27 mg. per 
cent. The urine showed many pus and red blood cells, 
microscopically. Smears showed Gram positive cocci and 
Gram negative bacilli. There seemed to be no urea splitting 
organisms. The kidneys were not tender. The prostate was 
smooth, firm, and of moderate size. Reflexes were normal, 
and the Wassermann and Kahn tests negative. The heart 
was enlarged to the left, but the electrocardiogram was nega- 
tive. The medical consultant approved operation. 

On August 22, 1940, under spinal anesthesia, the supra- 
pubic wound was re-opened, and the bladder freed. The 
prostate was firm and avascular. The diverticulum was larger 
_than the bladder, extending deep into the pelvis. Its opening 
was halfway down the wall on the left and barely admitted 
a finger. There was no evidence of a tumor in the bladder or 
diverticulum, and there were no stones. The bladder wall 
was divided down to the stoma as Barnes described, and the 
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mucosa of the diverticulum stripped for 3 cm. about the 
opening. It was densely adherent. Mechanical stripping of 
the entire sac seemed to entail too much risk for the patient. 
Therefore, it was decided to sclerose the lining of the sac. 
At the top a very small opening was made and a Pezzer 
catheter drawn up through it and out a stab wound in the 
abdominat wall, lateral to and separate from the cystotomy. 
The diverticulum was then separated from the bladder and 
closed. The prostate was enucleated with very little bleeding 
and the bladder closed in three layers about a drainage tube. 
The wound was closed with both tubes secured to the skin. 
The diverticulum was then irrigated with 10 per cent silver 
nitrate solution, which after five minutes was washed out 
with normal salt solution. The patient left the operating 
table in good condition. ; 

A note on the operating sheet states: “This method was 
used because the diverticulum was extensive and deep in the 
pelvis; and the previous reaction to surgery made us question 
whether he would survive a complete diverticulectomy.” 

On the fourth day the diverticulum was irrigated with 10 
per cent silver nitrate solution, followed by normal saline, 
and on five successive days with 2 per cent silver nitrate and 
saline. On the 12th postoperative day the Pezzer catheter 
was removed and a smaller tube inserted, which was gradu- 
ally shortened and removed as the sac was obliterated. Con- 
valescence was smooth and practically afebrile. The patient 
was discharged on the 19th day, voiding well and with the 
bladder wound closed. When seen in clinic one and two 
months later there was no discomfort. The wounds were 
healed. 

Nearly five years later the patient began to have burning 
urination and, later, bleeding. He returned to the Los An- 
geles General Hospital five years and three months after 
the operation there with a clinical diagnosis of cancer of 
the bladder. Death followed soon, without cystoscopic or 
autopsy confirmation of the diagnosis. 


SUMMARY 


Obliteration of deep vesical diverticula in patients 
who are poor surgical risks, may be done with 
sclerosing fluids, by separating the bladder -com- 
pletely from the diverticulum, giving each an in- 
dependent drain to the surface. 


“\oet” 





A Therapy of Proved Efficacy in Otomycosis 


BEN L. Bryant, M.D., Los Angeles 


—_—— the otolaryngological problems encoun- 
tered in the South Pacific, preponderant by 
far were cases of otitis externa, commonly grouped 
and referred to as otomycosis. In fact, these cases 
represented a large percentage of all medical prob- 
lems in this area, as has been confirmed by verbal 
reports from medical officers of ships and of many 
shore activities. Advice as to therapy was requested 
frequently by medical officers on independent duty, 
and the fact that the therapeutic procedures that have 
been suggested are so numerous and widely varying 
has prompted this delineation of a simple and uni- 
formly successful method of treatment. 

During 20 months at a naval base hospital in the 
South Pacific, the author observed 4,610 cases of 
otomycosis in the eye, ear, nose and throat clinic. 
This was about 25 per cent of the total number of 
new out-patients in the clinic during this period. 
Many of the patients, perhaps 60 per cent, presented 
themselves for treatment, or were referred, only 
when there was a secondary acute external otitis 
superimposed on the mycotic infection; and in about 
half of them, peri-auricular adenopathy was present. 
Frequently there was the additional complication of 
a marked regional dermatitis. In 90 per cent of these 
cases, there was a history of swimming shortly pre- 
ceding the first symptoms of pruritus and slight 
serous discharge. 

One of our earliest observations was that patients 
with otomycosis treated according to the methods 
then in vogue at this particular location, and pro- 
nounced cured, would almost invariably return in 
three to five weeks with a “recurrence”; and the 
records showed that this had been rather consistently 
true in the past. This, coupled with the elicited fact 
that there had usually been no further swimming in 
the interim, led to the obvious conclusion that the 
therapy was incomplete. 

Treatment had consisted of the insertion in the 
auditory canal of a cotton pledget soaked in Cresatin 
(metacresylacetate), which was replaced after 24 
hours with a similar pledget. Inasmuch as this prep- 
aration, left in place, frequently caused a dermatitis 
after 48 hours, the pledget was withdrawn at the end 
of that time and thereafter the canal was painted 
daily with the medication, until the acute inflamma- 
tion and swelling had disappeared and there was no 
further discharge. The patient then was dismissed as 
cured. 

Bacteriological examination of the exudate at the 
acute stage revealed a mixed flora of bacteria with 
staphylococci predominating, and particularly, num- 
erous unidentified large Gram positive bacilli, fre- 
quently occurring in chains. 

Findings interpreted as evidence of otomycosis 
were actually the result of this Gram positive bacil- 


lus, and treatment which overcame this infection was 
considered to have cured otomycosis. The fact that 
a few patients were permanently relieved following 
this treatment indicated that they had had a bacterial 
otitis. externa, without mycosis. (During the sub- 
sequent 20 months, herein reported, there were only 
147 such cases.) 

When the fungus was present, it was temporarily 
overgrown by the bacteria, and, being untouched by 
the medication used, needed only a sufficient lapse 
of time to develop further and recommence the cycle. 
The “recurrences” meant that the sub-epithelial 
mycotic spores, unattacked, grew and produced over 
and over the clinical condition of otomycosis, which 
in turn, due to epithelial maceration and desquama- 
tion, predisposed to repeated bacterial invasion. The 
pain accompanying the resultant acute external otitis 
brought the patient back for treatment. 

From these observations it was deduced that the 
therapy must be planned for and directed at two 
distinct phases: (1) the secondary acute external 
otitis and its complications; (2) the underlying 
mycosis. 

In either phase, meticulous cleansing of the ear 
canal is an absolute prerequisite. It is certain that 
no medication introduced into the canal will be ef- 
ficacious if exudate, epithelial scales, and debris are 
allowed to remain. And yet it has been observed 
repeatedly that the lack of complete cleansing has 
spelled the difference between success and failure in 
the handling of this problem. This stems often from 
the fear of using water in the canal because “fungi 
grow in the presence of moisture.” Actually there 
is no way to cleanse such a canal except by copious 
lavage, using the large metal ear irrigating syringe, 
and there is absolutely no danger in this procedure 
if the canal is carefully and thoroughly dried sub- 
sequently. This bespeaks proper lighting, proper, 
small, delicate cotton-carriers (the piano wire type 
is best) and, above all, patience. At times, the 
cleansing of a neglected ear canal will require as 
much as 20 minutes, and he who has not sufficient 
patience to carry out this aural hygiene completely 
is doomed to failure. 


THERAPY OF ACUTE EXTERNAL OTITIS 


Adequate treatment of the acute external otitis 
varies with the extent of involvement. With moderate 
inflammation and minimal swelling of the canal wall, 
the insertion of a cotton pledget covered with 5 per 
cent sulfathiazole ointment, replaced with a similar 
pledget after 24 hours, suffices. The pledget is rolled 
individually for each case, as it must fill the canal 
without causing painful pressure. For ease and tidi- 
ness in handling, and for prevention of waste and 
rancidity, the sulfathiazole ointment is kept in a 20 
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cc. glass syringe and squeezed on the pledget by 
means of the plunger, as needed. The ointment has 
a petrolatum base which can be thinned if necessary 
by the admixture of liquid petrolatum. 


If the swelling of the canal is marked, if there are 
furuncles forming, or if there is peri-auricular adeno- 
pathy, an x-ray treatment of 75 r is given. If im- 
provement is not prompt, the X-ray exposure is re- 
peated after 24 or 48 hours. This is an extremely 
effective mode of treatment when properly used. 
Occasionally, in neglected cases, the adenopathy is 
extreme and the temperature elevated, and it is ad- 
visable to supplement the above treatment with 
intensive sulfathiazole administration internally, tak- 
ing the usual precaution of regular checks of blood 
count and microscopic examination of the urine for 
sulfa crystals. 


Whatever the degree of involvement, and however 
extensive the treatment, the sulfathiazole ointment 
wick is used, the patient is cautioned to leave it in 
place for the physician to remove in 24 hours, and 
codeine or morphine is ordered as needed. It must 
be remembered that acute external otitis is extremely 
painful. In fact, there is no acute external otitis 
without pain, although it varies in intensity and 
sometimes can be elicited only by pressure on the 
tragus or manipulation of the auricle. In addition 
to the benefit of rest and sleep, the anodyne will 
make the patient more willing to cooperate and to 
leave the medication in place. 


In some cases there is an extensive dermatitis in- 
volving the auricle and post-auricular region. The 
treatment for it varies with the type and extent of 
the lesion. X-ray is of value, combined with the 
. application of bland ointments (e.g. boric ointment) . 
If it is a chemical dermatitis, it is important that 
the drug previously used be discontinued. 

In rare instances of sulfa drug sensitivity, the 
sulfathiazole ointment pledget is supplanted by a 
Cresatin pledget, but one must be alert to detect the 
first sign of dermatitis from its use. 

The contra-indication for the use of any colored 
preparation in the ear canal cannot be emphasized 
too strongly. From the moment that a red, or purple, 
or green, or yellow solution is introduced into the 
ear canal, it becomes impossible to follow accurately 
the course of the infection. Moreover, some of these 
dyes persist in the canal for months and can preclude 
the possibility of accurate diagnosis on subsequent 
occasions. Finally, they achieve nothing which can- 
not be achieved without these disadvantages. 


THERAPY OF OTOMYCOSIS 


When the secondary acute external otitis has sub- 
sided, treatment of the underlying otomycosis is the 
same as that for the uncomplicated fungus infection. 
The condition is characterized by itching, a “full” 
sensation in the ear, and, often, a serous drainage. 
The objective findings are moist epithelial debris, 
with gray or green deposits in the ear canal which 
float on the surface of the irrigating fluid in the catch 
basin. The appearance of the canal is so character- 
istic that, after some experience, it is unnecessary to 
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make routine microscopical examinations, particu- 
larly since the fact that the treatment is universally 
effective obviates the necessity of identification of 
the various mycotic strains. 


The canal must be irrigated in order to remove 
the exudate and debris, and then completely dried. 
This must be done with care and a light hand, as it 
is important that abrasions of the canal wall be 
avoided. The patient is then instructed to use as ear 
drops, the following prescription: 


Rx 
NOURI TENMRIN NN 8 Ss hacessscstocreteccrestce 
Alcohol 
M.S. Ear drops 
With the prescription he is given a mimeographed 
slip bearing the following instructions: 


0.02 


DIRECTIONS FOR EAR DROPS 


Use %4 of a medicine-dropper full. 

Lie on your side, with the affected ear up. 

Drop medicine in the ear. 

Remain in this position for two minutes, then place some 
cotton in the entrance of the ear, removing it after 30 
minutes. 

Do this morning and evening. 

The drops may sting and burn at first for a minute or 
two, but this will not persist. 

The patient is seen daily for necessary cleansing 
of the canal, for, again, the medication cannot be 
effective if debris remains in the depth of the canal. 
Usually, after two or three days the canal is clean, 
and then an interval of three days is permitted be- 
fore the next visit. If there is no further exudate, 
the interval is lengthened to five days, and then to 
one week. Epithelial flakes and casts are removed at 
each visit. The ear drops are continued, twice daily, 
for at least two weeks after the canal is entirely free 
of exudate and debris, and then are used twice weekly 
for the following month. The last phrase is italicized 
because adherence to this procedure is the key to the 
complete cure of the fungus infection. Too often the 
medication is discontinued as soon as the canal ap- 
pears clear. The sub-epithelial spores then develop, 
and there is the so-called “recurrence.” In reality, the 
mycosis has not been completely controlled. 


Under this regime, there were no “recurrences” in 
the 4,610 cases observed. There were a few re-infec- 
tions following subsequent swimming, and several 
apparent recurrences without swimming, in which 
the patient had not continued the ear drops twice 
weekly for the final month, despite the instructions, 
because he was symptom-free. And this record in an 
area where climatic conditions are ideal—from the 
standpoint of the fungus. As all mycologists know, 
fungi thrive in heat and moisture, and both were 
present in this area—constantly and abundantly! 


The patients are always cautioned against swim- 
ming. (The author has felt that possibly the mycotic 
spores are carried by the microscopic particles of 
coral, always present in the water of the area where 
this study was made.) Patients are also advised to 
protect the ear canals from the entry of water when 
taking a shower. And, finally, they are instructed 
to report for treatment immediately upon the occur- 
rence of any symptom in the ear. When an individual 
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becomes conscious of an ear as a separate organ— 
for whatever reason—that is the time to examine it. 


In this entire series of cases, there was only one 
instance of sensitivity to mercury, with a mild, easily 
controlled skin reaction. Hence this form of treat- 
ment can be considered free of danger. Furthermore, 
failure will be due to lack of proper cleansing, or 
lack of cooperation on the part of the patient, rather 
than to the medication. 

The prescription previously given is almost uni- 
versally successful in the treatment of otomycosis. 
The single exception is infection with Aspergillus 
Niger, which was extremely rare in the South Pacific 
but is seen somewhat more often in the United States. 
It is diagnosed macroscopically by the appearance of 
fine, soot-like particles covering the affected area, 
and microscopically by the characteristic mycelium, 
consisting of a single thallus at the end of which is 
a spherical spore covered with spinous processes. 
For this infection, the indicated prescription is: 


Rx 
Acidi Salicylici 


eres were Use twice a day 

The drops are used in the manner previously de- 
scribed, and after several days it is possible to re- 
move desquamated epithelium in the form of a 
complete cast of the auditory canal and tympanic 
membrane. At this point the use of the drops is 
reduced to twice weekly, their vigorous action mak- 
ing it inadvisable to continue their use twice daily 
over a longer period. 

For the “chronic” cases of otomycosis, the thera- 
peutic principles are the same, but cleansing becomes 
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a greater task, and there is frequently a regional 
eczematoid dermatitis to contend with. When it has 
cleared under the indicated treatment, including 
x-ray in some instances, the bichloride-alcohol ear 
drops are used as described previously, and complete 
recovery ensues, usually as rapidly as in the cases of 
recent infection. 
SUMMARY 

In summarizing the information gained from ob- 
servation of a series of more than 4,600 cases of 
otomycosis, with and without complications, it is 
possible to list some “Do nots”: 

1. Do not neglect to cleanse the ear thoroughly. 

2. Do not neglect to ascertain the presence of 
acute external otitis by otoscopy and by manipula- 
tion of the auricle and pressure on the tragus. 

3. Do not treat the otomycosis until the super- 
imposed acute external otitis has been treated and 
cured. 

4. Do not treat otomycosis without first removing 
all exudate and debris. 

5. Do not hesitate to usé aqueous solutions for 
irrigating. 

6. Do not neglect to dry the canal thoroughly. 

7. Do not use colored preparations in the treat- 
ment of the ear at any stage. 

8. Do not discontinue the prescription used for 
otomycosis until six weeks have elapsed following 
cessation of all symptoms and signs. 

9. Do not presume that every ear canal containing 
moist debris indicates mycosis, for all is not mold 
that litters. 

3875 Wilshire Boulevard. 
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Leprosy in Los Angeles 


A Statistical Study of Seventy-Five Cases 


Sau S. Rosinson, M.D., and SAMUEL TasKER, M.D., Los Angeles 


pees has been prevalent in China and India 
since the beginning of recorded history. It was 
described in Egypt in the biblical era*® and the dis- 
ease appeared in epidemic form in Europe, England, 
and Scotland during and before the Middle Ages. 
Since the 15th Century, there has been a notable 
decrease in the number of people affected by the 
disease and it now exists only in scattered world-wide 
endemic foci.® The important endemic foci of leprosy 
during the past century have been in Iceland, Nor- 
way, Sweden, Africa, Asia, the Philippines, British 
West Indies, Central and South America, Mexico, 
and the United States. In the United States,*:4:511 
the southern Gulf states? (Texas, Louisiana and 
Florida) and California are at present considered 
to be the principal foci of endemic leprosy. In 
California the disease as it has appeared during the 
past 50 years can be traced to importation by immi- 
grants from Mexico, Asia, the Philippines, and 
Hawaii. The importance of California as an Amer- 
ican endemic focus of leprosy is shown by recent 
statistics published by the National Leprosarium.® 
These figures show that 132 patients with leprosy 
were admitted to the leprosarium from this state 
- between 1928 and 1944. Forty-four, or one-third of 
these 132 patients, were admitted from Los Angeles 
City and County. 

A review of the medical literature published dur- 
ing the past 35 years having revealed no compre- 
hensive study of the status of leprosy in Los Angeles 
City and County, it is the purpose of this report to 
present a statistical study of 75 cases of leprosy 
observed at the Los Angeles County General Hospital 
during the 18-year period 1928-1945. 


STATISTICAL STUDY OF CASES 


Sex and age: There were 50 males and 25 females, 
with an average age of 37.1 years for the males and 
43.1 years for the females. The average age for the 
total group was 39.1 years. The youngest patient was 
a 13-year-old girl, the oldest a woman 80 years of age. 
The distribution of patients as to age brackets is 
shown in Table 1. It is notable that 64 per cent of 
the 75 patients were between the ages of 20 and 39 
years. 

Nationality and birthplace of the 75 patients is 
shown in Tables 2 and 3. 

Analysis of white American patients: An analysis 
of the seven white American patients in Los Angeles 

From the Los Angeles County General Hospital and the 


Department of Dermatology of the University of Southern 
California School of Medicine. 


TaBLE 1.—Ages of Leprosy Patients in Los Angeles County 


Age Group No. of Patients 


10-19 years 
20-29 years 
30-39 years 
40-49 years 
50-59 years 


* 60-69 years 


Over 70 years 








City and County is of especial epidemiological in- 
terest (Table 2). 

Types of disease: Of the 75 patients 48 (61 per 
cent) had lepromatous leprosy, 17 (21 per cent) 
had tuberculoid leprosy, and ten (17 per cent) had 
leprosy of an indeterminate type. 

Social status and occupation: A cross-section of 
the 75 cases was not a representative cross-section 
of the social status, wealth, education, or culture of 
the populace as a whole. Almost all the patients 
belonged to the poor foreign-born unskilled laborer 
class. The occupations of the group as a whole were 
of low rank in the employment scale. The employed 
women were cannery workers, domestic servants or 
fruit pickers. Almost all the men were laborers in 
the building trades, canneries, and fruit orchards. 
Only a few of the patients were white collar workers. 


Duration of disease before admission: The dura- 
tion of the disease prior to its identification, as 
determined by interview of the patients, varied from 
six weeks to 18 years (Table 4).° The average age 
of patients at the time of onset was 36 years and the 
average age at the time of hospitalization was 39 
years. 


Site and length of time of residence in Los Angeles 
City and County: The time of residence of 69 of 
the 75 patients in Los Angeles, as obtained at ad- 
mission, varied from a few days (seven of the pa- 
tients were transients) to 43 years (Table 5). The 
average time of residence was 12.2 years. A survey 
was made of the sites of residence of the 75 patients 
in Los Angeles City and County. Forty-five (60 per 
cent) of the 75 patients resided in Los Angeles City. 
Thirty patients (40 per cent) lived outside of Los 
Angeles City in the Los Angeles County area. Forty- 
one of the 45 patients residing in Los Angeles City 
lived in the older congested east and northeast re- 
gions popularly known as the “Mexican Quarter.” 
The 30 patients residing in Los Angeles County 
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TasBLe 2.—Native White American Leprosy Patients Admitted 1928-1945 to the Los Angeles General Hospital 








Residence in 
Southern 
Birthplace California 


70 Pennsylvania 3 years 


clerk 


postal 
clerk 


59 Ohio 2 months 


53 _—s Indiana 3 years 


23 = California 


23 years 
(Los Angeles) 


foundry 
laborer 
26 =. California 


26 years 
(Los Angeles) 


plasterer 


34 
32 


Arizona unknown 


Arizona 1l years laborer 


Occupation 


government 


housewife 


prizefighter 


Type and duration 


of disease Remarks 


tuberculoid 
10 years 
lepromatous 
17 years 


Resided in Philippines for 35 years. 


Resided in Philippines and Cuba for 
many years. Was married to two 
Filipinas. 

Resided in Philippines for 214 years, 
9 years before onset. 

Patient associated with Filipinos at 
work. No other association with 
possible lepers. 

Stationed in Philippines as a soldier 
in the U. S. Army. No other asso- 
ciation with possible lepers. 


lepromatous 
4 years 
lepromatous 
2 months 


lepromatous 
6 years 


tuberculoid 
2 years 
tuberculoid 
5 years 


* There was one other native American patient, a Negro born in Louisiana. 














TaBLE 3.—Nativity and Racial Ancestry of Leprosy Patients 


Mexicans 
Americans (White 7, Negro 1) 
Filipinos 


West Indian (Negro) 
Yugoslav 
Italian 








proper were scattered throughout 18 townships ex- 
cept for five patients who lived in the harbor district 
(San Pedro) and four who lived in Whittier (agri- 
cultural and fruit growing district). 


Laboratory investigations: The results of the lab- 
oratory findings in the 75 patients (Table 6) con- 
firmed the clinical diagnosis in 65 instances. Ten 
patients had “clinical leprosy” (lepromatous, two; 
tuberculoid, six; indeterminate, two) with negative 
laboratory findings. Two of these ten patients gave 
histories of previous admission to the National 
Leprosarium, from which they had been released 
conditionally as having the disease in an arrested 
form. Of the 65 patients with positive laboratory 
findings, in 13 (18.5 per cent) the organism could 
be demonstrated in smears prepared from a nodular 
lesion; in 38 (54.2 per cent) nasal smears showed 
the organism; in nine (12.8 per cent) the organism 
could be demonstrated by biopsy; in five cases (7.6 
per cent) two or more of the various laboratory 
procedures carried out showed positive finding for 
leprosy. Nineteen patients (25.3 per cent) showed a 
positive serological reaction for syphilis. 


Disposition of cases: The disposition made of the 
75 patients is shown in Table 7. Of the ten patients 
(included among the 75) with the diagnosis of 
“clinical leprosy” with negative laboratory findings, 
four were paroled to their homes, two were deported 
to their native land, Mexico, two were transferred 








TaBLeE 4.—Duration of the Disease in Leprosy Patients 
Before Hospital Admission, as Determined From Interview. 


No. of Patients 

Less than 1 year 

lto 2 years 

2 to 3 years 

3to 4 years 

4to 5 years 

5 to 10 years 
10 to 15 years 
15 to 20 years 











TABLE 5.—Time of Residence of Leprosy Patients in Los 
Angeles County Before Hospital Admission 





No. of Patients 
Less than 1 year 
lto 2 years 
Be Wl WIN sci scakh ehh ccd candice emen 
3 to 
4 to 
5 to 10 years 
10 to 15 years 
15 to 20 years 
20 to 25 years 
25 to 30 years 
Over 30 years 








TaBLE 6.—Results of Laboratory Examinations for Leprosy 





No. of Patients 
Positive skin nodule smear 
Positive nasal smear 
Positive biopsy 
Positive skin and nasal smears 
Positive biopsy and nasal smear 
Positive biopsy and skin smear 
Negative laboratory findings........................-.....--.-- 
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TaBLE 7.—Disposition of Leprosy Patients 





Disposition No. of Patients 


Paroled, disease arrested 

Paroled home into quarantine, disease active 
Transferred to National Leprosarium 

Aliens deported to native country 








to the National Leprosarium, one died, and one 
absconded. 

Cause of death: Two patients died of pulmonary 
tuberculosis and pneumonia, two of stenosis and 
ulceration of the larynx, one from an unknown 
cause. 

Previous admission of patients to the National 
Leprosarium: Eleven (14.6 per cent) of the 75 pa- 
tients had a history of previous admission to the 
National Leprosarium for periods of stay of one to 
ten years. Seven of these 11 patients had been dis- 
charged from the leprosarium as having the disease 
in an arrested state, and they had suffered reactiva- 
tion of the disease. Four of the 11 patients had 
absconded from the leprosarium and were appre- 
hended by the Los Angeles Health Officers for return. 

Yearly admissions of lepers to hospital: During 
the 18-year period, 1928-1945, is shown in Table 8. 

Referral sources of leprosy patients admitted to 
hospital: The Los Angeles City and County Health 
Departments referred 34 of the 75 patients; private 
physicians, 1] patients; private and government hos- 
pitals, four; the hospital dermatologic clinic, ten; 
police department, three. Thirteen patients entered 
the hospital voluntarily for treatment. 


COMMENT 


Although, geographically, the Gulf coast states of 
Texas and Louisiana rank as the most important 
endemic foci of leprosy in the United States, Cali- 
fornia is third among the states in the number of 
patients referred to the National Leprosarium. Hop- 
kins and Faget® report that in the period 1928 to 
1944 the admissions to the leprosarium from Texas 
numbered 183; from Louisiana, 173; from Cali- 
fornia, 132. The average number of patients ad- 
mitted from California each year during this period 
was 8.8. This figure does not include patients from 
this state not admitted to the leprosarium because of 
deportation to their native countries, parole at home, 
or death. Although the Los Angeles County General 
Hospital in the period 1928-1945 admitted an aver- 
age of 4.1 leprosy patients per year from the Los 
Angeles area, it referred only 58.9 per cent of the 
total 75 cases to the National Leprosarium because 
of the exceptions noted. Otherwise the yearly average 
of admissions to the leprosarium from California 
would be higher than the reported 8.8 patients per 
year. 

The principal source of new leprosy patients in 
Los Angeles City and County during the past 18 
years is shown by this study to be the relatively 
large foreign-born Mexican population. Fifty-five 
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(73.5 per cent) of the 75 patients in this report 
were Mexicans of foreign birth who gained access 
to Los Angeles City and County by immigration 
from Mexico where the disease is common. Leprosy 
in Mexico has recently been described by Perlman 
and Huffman.’ Latapi,® in an interesting personal 
communication to the authors, states that the num- 
ber of lepers in Mexico according to an official sur- 
vey is 8,177. He considers this number too low and 
states that the actual number of lepers in Mexico is 
conservatively estimated to be about 20,000. The 
three main foci of leprosy in Mexico, according to 
Latapi, are in the west (states of Sinaloa, Jalisco, 
Nayarit, Michoacan, Colima, Guanajuato), north- 
east (states of Coahuila, Nueva Leon), and the 
Yucatan peninsula. Baja California and Sonora have 
few lepers and the eastern coast is free of the disease. 
Many lepers, however, are seen in Mexico City in 
the Dermatology Service of the Hospital General. 
During 1944, this clinic found one leper in every 
37 dermatological patients, and 169 new cases were 
seen in the Leprosy Dispensary in Mexico City. 
Seventy-one (42 per cent) of these 169 new cases 
in Mexico City were discovered in public health 


TaBLE 8.—Yearly Admissions of Leprosy Patients to the Los 


Angeles County General Hospital 1928-1945 


No. of 


5 No. of 
Patients 


Year Patients 


Yearly average... 4.1 








dermatology clinics. Latapi reports leprosy to be 
slowly and continuously increasing in Mexico, where 
the disease presents a very difficult government prob- 
lem. Denney ? considers endemic leprosy in Mexico 
to be due to some inherent faction which renders its 
populace more liable to develop the disease. Denney’s 
opinion is supported by Hopkins and Faget’s figures ° 
on the racial ancestry of patients admitted to the 
National Leprosarium from 1928 to 1944. These 
statistics show that Mexicans were first on the racial 
list, accounting for 212 of 723 admissions. 

Due to the long incubation period of leprosy or to 
the slight early clinical manifestations, lepers who 
are immigrants from Mexico pass the examination 
of the border immigration officers and enter South- 
ern California. Because of agreeable climate and 
agricultural employment inducements, the Los An- 
geles area is selected by most Mexican immigrants 
as a favorable residential site.* The residential sur- 


* A personal communication from the Mexican Consulate 
in Los Angeles reveals an estimate of 300,000 Mexicans 
(100,000 foreign-born, 200,000 native-born) residing in Los 
Angeles City and County in 1944. 
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vey of lepers admitted to the Los Angeles County 
General Hospital shows that approximately two- 
thirds of these patients were admitted from the 
“Mexican Quarter” in the eastern and northeastern 
sections of Los Angeles City. Discovery and segre- 
gation of lepers can result in the eventual eradication 
of this focus. A barrier to the discovery of new 
cases, however, is that many victims, although know- 
ing they have the disease, forego medical aid for 
fear of discovery. Others, known lepers, “hide out” 
and expose their relatives and neighbors to the dis- 
ease for years. A description of “the average leprosy 
patient” in the community, as disclosed by this 
statistical study may help physicians in the Los An- 
geles area to discover new leprosy patients. The 
“average leprosy patient” is a foreign-born Mexican 
laborer in his 20’s or 30’s who resides in the east 
or northeast sections of Los Angeles City. He is apt 
to exhibit a papular or nodular eruption, often 
hyperpigmented. As there was positive reaction to 
Wassermann tests in 19 of our 75 patients, a positive 
blood serologic reaction in a foreign-born Mexican 
with cutaneous papular or nodular lesions should 
bring to mind the diagnosis of leprosy as well as 
syphilis. 

No information was available in our study as to 
the presence of leprosy in siblings of patients but 
future investigations may disclose second generation 
cases. Information as to patient contacts may be 
difficult to obtain, however, because of the known 
reluctance of lepers to involve relatives or friends 
in giving a contact history. Denney, in discussing 
papers by Lehman and McCoy,’ expressed the belief 
that the incidence of leprosy among Mexicans in 
Texas is six times as great as it is in Caucasians. 
Our statistics show that in Los Angeles City and 
County, incidence among Mexicans is eight times 
greater than in native white Americans. Although 
the immigrant Mexican population in Los Angeles 
increased sharply during the recent war years as a 
result of attractive employment conditions, the con- 
comitantly increased health hazard to the general 
populace of this community as regards leprosy may 
not be further evident for years, because of the long 
incubation time of the disease. 


Foreign-born lepers, other than Mexicans, in Los 
Angeles City and County have usually been natives 
of the Philippines and China. These two racial 
groups are relatively small in population compared 
to the Mexicans, and together accounted for only 
10 per cent of our 75 cases. During 1928-1945, 22 
lepers residing in other California counties were 
admitted temporarily to the hospital en route to the 
National Leprosarium. A comparison was made of 
the percentage of Mexican lepers in this group to 
Mexican lepers admitted from Los Angeles County. 
Only 27.2 per cent of these 22 patients were Mexi- 
cans, while 73 per cent of the lepers from Los An- 
geles County were Mexicans. 


Of the seven native white Americans admitted 
from Los Angeles City and County (Table 4), four 
had lived, for varying periods, in the Philippines. 
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As considerable numbers of American troops and 
civilians were stationed or were held prisoner in 
Asia, Hawaii and the Philippines during the recent 
war, a possible source of new infection in the United 
States is indicated. Hopkins and Faget’s statistics on 
leprosy in the military service after the Spanish- 
American War ® show that “at least a small number 
of those who served in the countries where leprosy 
is present will become its victims.” Because of its 
long incubation period, leprosy may not appear 
clinically in susceptible exposed American civilians 
and World War II veterans for five to fifteen years. 
Therefore, physicians in the United States may en- 
counter the disease more frequently in the next two 
decades. 


There is no indication from this study that the 
number of yearly cases of leprosy discovered in 
Los Angeles City and County is on the increase. The 
disease remains at a relatively low level despite the 
sharp increase in population in this area during the 
18-year period 1928-1945,* including an increase 
of at least 100,000 in the number of Mexican resi- 
dents. However, in this respect it should be noted 
that the greater part of the upturn in population has 
been due to migration of native white Americans 
from states where leprosy is not endemic. 


Two common axioms among students of leprosy 
are: “As many lepers are at large in the populace as 
are in institutions,” and, “Look for another leper in 
a leper’s home.” Unless the small endemic focus in 
the Los Angeles area is eradicated, leprosy may in 
the course of years become prevalent among native 
born descendants of resident afflicted immigrants. A 
similar situation existed in Louisiana during the last 
half of the 18th Century when leprosy was intro- 
duced into that state by the immigrant Acadians 
from Canada. Many cases of leprosy in Louisiana 
today can be traced back to leprous Acadians. 


SUMMARY AND CONCLUSIONS 


A statistical study is presented of 75 cases of 
leprosy observed at the Los Angeles County General 
Hospital from 1928 to 1945. 


Leprosy in Los Angeles City and County exists as 
a small persistent endemic focus that is primarily 
due to importation of the disease by foreign-born 
Mexicans from Mexico. 


The possibility of spread of leprosy to Caucasians 
residing in Los Angeles City and County is indicated 
by the fact that one of the seven white American 
patients in this study was a native of this area and 
had always lived here. 

The majority (91 per cent) of leprous patients 
discovered in Los Angeles resided in the older east 
and northeast areas of the City (“Mexican Quarter”). 
Physicians and clinics attending Mexican patients 
residing in the “Mexican Quarter” can help eradicate 
the disease by being alert to recognize and segregate 
those who have it. 


The presence of leprosy in four white Americans 


* The total population of Los Angeles County has in- 
creased from 2,460,000 in 1930 to 3,500,000 in 1945 (45.8 per 
-cent) according tu United States Census Bureau estimates. 
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in this study who probably contracted the disease in 

the Philippines indicates that other cases may de- 

velop later (due to the long incubation period) in 

at least a small percentage of the American war 

veterans and civilians who were stationed or im- 

prisoned in Pacific areas where leprosy is endemic. 
1930 Wilshire Boulevard. 
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The Surgical Treatment of Mixed Tumors of the 
Parotid Gland 


Epwin G. CiauseEn, M.D., and R. Bruce HENLEY, M.D., Oakland 


i = treatment of mixed tumors of the parotid 
gland is a subject which has always provoked a 
great deal of thought and study, and as a result 
many different plans of surgical attack have been 
. proposed in an attempt to eradicate the tumor. The 
average recurrence rate given in the literature is 
approximately 25 per cent, which is an indication 
that surgical procedures employed in the past have 
not been sufficiently radical. The presence of the 
facial nerve within the parotid gland has undoubt- 
edly been the chief factor responsible for inadequate 
excision. Recently, however, more radical operative 
procedures have been advocated, with corresponding 
improvement in the recurrence rate. These newer 
procedures vary from simple excision with a wide 
margin, after isolation of the nerve, to complete 
parotidectomy with or without preservation of the 
nerve. It is our impression that the majority of 
mixed tumors are still being removed by simple 
enucleation. We feel the procedure of choice is radi- 
cal excision of the tumor with isolation and preserva- 
tion of the facial nerve. 

A review of the natural history of these tumors is 
revealing. Chen and Loucks® in China have in- 
dicated that many patients go along for years with- 
out any particular difficulty other than the unsightli- 
ness of the tumor. Their illustrative photographs 
show the tremendous size these tumors may attain. 


From the Department of Surgery, University of Cali- 
fornia Medical School, San Francisco. 
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Most patients would not be satisfied to allow the 
tumors to reach these proportions. 


The undesirable results reported in the literature 
seem to arise in patients who are treated inadequately 
at the time of the first operation. Recurrences give 
rise to serious complications. McFarland !° had in 
his series 13 patients who died as a result of com- 
plications arising from the recurrence of a mixed 
tumor. These complications were ulceration, hemor- 
rhage or infection, and in rare instances metatases. 
Once a tumor has been disturbed, it may grow very 
rapidly and in many instances develop local malig- 
nant changes. The inference, then, is that when and 
if we treat these patients surgically we must do so 
in a radical manner. We have our best opportunity 
to produce a permanent cure at the time of the first 
operation. 

REASONS FOR RECURRENCES 


Mixed tumors are usually well encapsulated; al- 
though, as Trueblood '* has emphasized, the capsule 
is not a true capsule, but really compressed normal 
tissue. Although the capsule may be well defined in 
some areas, tumor cells may extend into it, and per- 
haps immediately beyond. There may be seedling 
tumors just adjacent to the primary tumor. Fre- 
quently the tumor is gelatinous and soft, and con- 
sequently some difficulty may be encountered in 
handling it without rupture of the capsule. From 
the pathological standpoint, no completely reliable 
microscopic features are found in mixed tumors to 
indicate the true nature of the tumor or its tendency 
to recur. 
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The average incidence of recurrence given in the 
literature is about 25 per cent. It is impossible at 
present to arrive at any complete conclusions in re- 
gard to the expected recurrence rate following any 
type of surgical procedure, because these tumors 
may recur at any time over a period of years. Some 
have recurred as late as 30 to 40 years after opera- 
tion. However, a few deductions can be made from 
statistics given in the literature. 

Enucleation or local excision without visualization 
of the facial nerve: Stein and Geschickter ‘* indicate 
a 100 per cent recurrence in seven cases treated by 
incision and curettage, 57 per cent recurrence after 
enucleation in 2] cases, and 13 per cent. recurrence 
after removal with a cuff of normal tissue in 83 
cases. McFarland reported a recurrence rate of 23.2 
per cent in 297 cases on which data were gathered 
over the years from different hospitals in Philadel- 
phia. Most of these patients were probably treated 
by simple enucleation without visualization of the 
facial nerve. The recurrence rate was 30 per cent in 
Wood’s 1" series. This is an older series and the pa- 
tients were treated with local enucleation. Swinton 
and Warren !° from the Lahey Clinic report a recur- 
rence rate of 4.3 per cent in their operative pro- 
cedure of local excision. Twenty-eight of their total 
of 51 cases, however, were followed for three years 
or less from the time of operation. Their longest 
follow-up period was nine years. Permanent facial 
nerve paralysis was present in 10 per cent of these 
cases. In Houck’s? series of 25 patients treated with 
wide local excision, the recurrence rate was 4 per 
cent. Eleven cases were followed for eight years, and 
nine cases for ten years. The follow-up was much 
shorter in the remaining cases. The incidence of 
partial or complete facial palsy in this group was 20 
per cent. This might have been lowered if the facial 
nerve had been visualized and dissected free of the 
surrounding structures. 

At the University of California Hospital, 76 pa- 
tients with mixed tumors have been operated upon 
in the past 20 years. Fifty-six cases have been fol- 
lowed from one to 20 years, and 28 cases for less 
than five years; there has been a recurrence rate of 
16.6 per cent. These patients were treated by several 
different surgeons, primarily with simple enuclea- 
tion or local excision. In more recent years, some 
operators have isolated the nerve, in larger tumors, 
and hence preserved it. 

Surgery combined with pre-operative and post- 
operative irradiation: Patey '' has reported 20 cases 
in which enucleation of the tumor was followed by 
routine postoperative irradiation. The follow-up here 
was from two to 12 years, with a recurrence rate of 
5 per cent. Ahlbohm®? reports that at the Radium- 
hemmet in Stockholm, Sweden, pre-operative and 
postoperative irradiation is used in conjunction with 
operation except in the smaller, more superficial 
tumors, where excision alone is performed. Hybbi- 
nette,® who has operated on most of these patients, 
states that the capsule is toughened by pre-operative 
irradiation and this facilitates removal. In deep- 
lying tumor the capsule is opened and the contents 
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PAROTID GLAND 


evacuated. Then, with one finger inside the capsule, 
it is dissected free of the surrounding gland, care 
being taken to protect the nerve. Radium tubes are 
used locally in the cavities of the excised tumors. 
During the years 1910 to 1932, 120 mixed tumors 
were treated. At the end of two years, there were four 
recurrences, an incidence of 3 per cent. There was 
at least a five-year follow-up of 52 patients, with re- 
currence in three, or 6 per cent. 

Partial or total parotidectomy with sacrifice of 
the facial nerve: Singleton and Duren ™* advise radi- 
cal excision of mixed tumors of the parotid gland, 
with no attempt to preserve the facial nerve when 
the tumor is “the size of a lemon” or larger. Their 
recurrence rate was 8.7 per cent in 23 cases. The 
follow-up in these 23 cases varied from three years 
to 24 years. However, in excising smaller tumors 
they advise isolation and preservation of the nerve. 
The facial nerve was sacrificed in only ten of the 23 
cases. 


Total parotidectomy with preservation of the facial 
nerve: Bailey* and Trueblood advise total parotid- 
ectomy and preservation of the facial nerve. Bailey 
reported only a few cases, and the recurrence rate 
was not stated. Trueblood appears to have had good 
results, in that he performed total parotidectamy on 
16 patients from 1932 to 1944, and reported no re- 
currences and no facial palsy. 


Radical local excision with dissection and pres- 
ervation of the facial nerve: Janes,® in 1943, and 
Burch and Fisher,® more recently, have advocated 
identification, dissection, and preservation of the 
facial nerve, followed by wide local excision of the 
tumor. Burch and Fisher locate and identify the 
inframandibular branch of the facial nerve and dis- 
sect on upward toward its origin. Their cases are 
too recent to be of statistical value in regard to re- 
currences. Janes approaches the main trunk of the 
facial nerve as it emerges from the stylomastoid 
foramen. He has operated on 25 patients in this 
manner during the past nine years. Twenty-one of 
these patients have shown no recurrence; the other 
four cases are untraced. 


RADIATION THERAPY 


It is generally accepted by the majority of writers 
that radiation therapy alone is inadequate in the 
treatment of mixed tumors. It is our impression, 
however, that in the cases reported in the literature 
the doses were variable and usually inadequate. 
Some authors, such as Bailey, Ahlbohm, Hybbinette, 
and Bell, have used radiation therapy pre-opera- 
tively. They feel that radiation toughens the capsule 
and in some instances reduces the size of the tumor 
so that it becomes more freely movable; hence, use 
of radiation before surgery may be of some value. 
It is the feeling of the Department of Radiotherapy 
of the University of California Hospital that the 
doses given must be large, ranging up to 4,000 to 
5,000 r. Operation can then be performed six to 
eight weeks later without danger to the skin. The 
therapy, however, is unpleasant, and should be used 
only on large tumors. 
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INDICATIONS FOR OPERATION 


With one exception, any tumor of the parotid 
gland should be removed. When one considers the 
natural history of the tumor, it is apparent that 
should a tumor that grows very slowly appear in 
an individual whose life expectancy is short, one 
would be justified in observing its growth. In other 
cases, however, operation should not be delayed. We 
do not subscribe to the theory of McFarland that, 
because in his series the recurrence rate was less in 
“lemon-sized” tumors, all tumors should be allowed 
to reach this size before removal. Furthermore, dif- 
ferentiation between benign and malignant tumors 
is not always possible. Although rapid growth and 
fixation are suggestive of malignancy, a positive 
diagnosis cannot be made until the tumor is an- 
alyzed microscopically. There can be no doubt that 
the slow growth of the tumor and the hazard of a 
facial paralysis have been the chief factors in de- 
laying surgical treatment. 


TECHNIC OF OPERATION 


A general anesthetic should be used. A small but- 
ton-hole incision made under local anesthesia is one 
of the causes of inadequate removal of the tumor. 
We have used an intra-tracheal tube, which allows 
proper draping of the wound without interference 
with the anesthetist. 


The incision originally advocated by Sistrunk '* 
in 1921 is to be preferred. It is advisable to mark 
this incision before the patient’s head is extended 
and turned to the side. The incision starts over the 
mastoid process behind the ear and continues along 
the skin folds, passing just posterior to the angle of 
-the mandible and extending into the neck for about 
an inch. This line corresponds approximately to the 
anterior margin of the sternomastoid muscle. If the 
tumor is small and located in the lower half of the 
gland, this incision is adequate. However, when the 
mass is deep or in the upper portion of the gland, 
it is necessary to make a supplementary incision 
(Figure 1) beginning in front of the tragus of the 


Figure 1.—The incision starts over the mastoid process 
and follows the skin folds just posterior to the mandible. 
For larger tumors and those involving the superior portion 
of the gland, an additional incision is made beginning in 
— of the ear and curving posteriorly just inferior to the 
obule. 
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Figure 2.—The capsule of the gland is continuous with 
the fascia overlying the facial muscles and the sternoma- 
stoid muscle. The inframandibular branch of the facial 
nerve is most satisfactorily isolated just deep to the fascia 
inferior to the gland, about 4 inch posterior and inferior 
to the angle of the mandible. 


ear and passing inferiorly around the lobule of the 
ear to join the original incision, as advocated by 
Adson and Ott.! 

The incision is developed down to the fascia over- 
lying the gland, which forms the capsule of the 
gland and is continuous with the fascia over the 
sternomastoid muscle, the fascia overlying the facial 
muscles, and the superficial layer of the deep cervical 
fascia. In the region of the angle of the mandible 
and inferiorly, the platysma is encountered and must 
be divided before the fascia is exposed. The skin 
flap is then dissected medially over the gland, this 
being a rather tedious process because of the vas- 
cularity and the presence of numerous fascial bands 
between the skin and the capsule of the gland. The 
anterior branch of the greater auricular nerve, which 
will be seen piercing the capsule in the posterior 
inferior aspect of the gland, should be preserved if 
possible. The fascia along the anterior margin of the 
sternomastoid muscle is next incised, and the pos- 
terior aspect of the gland is exposed. 

At this stage of the operation one can isolate either 
the main trunk of the nerve or one of its peripheral 
branches. The inframandibular branch is the most 
accessible, and its transaction will result in the least 
amount of facial deformity. After leaving the stylo- 
mastoid foramen, the facial nerve passes through the 
substance of the deep lobe of the parotid, then 
divides into its two main branches, the cervico-facial 
and temporo-facial, which enclose the isthmus and 
fan out to lie deep to the superficial lobe. The main 
trunk is located as it passes into the substance of the 
deep lobe just beyond the styloid process which can 
be identified with the palpating finger. 

The inframandibular branch is located about one- 
quarter inch inferior and posterior to the angle of 
the jaw beyond the limits of the gland (Figure 2). 
It is usually accompanied by a small artery and vein 
and can be readily identified by using an electrical 
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nerve stimulator.* With the use of this stimulator, 
the anesthetist can detect any contracture of the 
facial muscles. After the nerve has been isolated, it 
can be followed quite bloodlessly, since this nerve 
and its branches lie on the masseter muscle deep to 
the gland, rather than within the substance of the 
gland as is generally supposed. Having freed the 
gland posteriorly, one can mobilize the superficial 
lobe (Figure 3) as the inframandibular branch is 
traced to its junction with the main cervical branch 
and its subsequent branches to the upper lip and 
nose. In many cases it will not be necessary to free 
the gland beyond that portion which contains the 
main trunk of the facial nerve, since many tumors 
are located in the inferior half of the superficial lobe. 
Partial resection of the gland can now be accom- 
plished without fear of injury to the facial nerve 
(Figure 3). The tumor mass is removed with an 
intact margin of glandular tissue and is never ac- 
tually visualized. 

We prefer to ligate vessels within the gland with 
very fine catgut rather than non-absorbable suture. 
If the tumor is very large and vascular, it is advisable 
to ligate the external carotid artery before the major 
portion of the dissection is started. The wound is 
closed by approximating the subcutaneous fat with 
fine cotton. The skin is closed with a very fine con- 
tinuous atraumatic suture of horsehair, caldermic, 
silk, or cotton. To minimize the postoperative edema, 
pressure is maintained over the wound by applying 
a large dressing. Hospitalization is necessary for 
only two to three days after the operation. Tempo- 
rary facial paralysis or paresis is commonly due to 
the manipulation of the nerves, and the return of 
function usually is noted in a few days, although in 
some patients it may take several months. Post- 
operative fistulae, which occur rarely, usually close 
spontaneously. 

In our experience with the use of this operative 
procedure in eight patients we have seen no facial 
paralysis nor parotid fistulae. These cases are too 
recent for significant follow-up regarding recur- 
rences, although there have been none as yet. 


CONCLUSIONS 


1. The various methods of treatment of mixed 
tumors of the parotid gland have been reviewed. 

2. All mixed tumors of the parotid gland should 
be removed, except slowly growing tumors in people 
with a short life expectancy. 

3. Mixed tumors of the parotid which are undis- 
turbed may be relatively innocuous, but recurrences 
are the source of serious complications; hence the 
original operation must be adequate. 

4. Radical local excision with visualization and 
preservation of the facial nerve is the treatment of 
choice. 


* The nerve stimulator consists of a dry cell battery con- 
nected to an inductorium which increases or decreases the 
voltage as needed. The cord and pencil tip which transmit 
the current are sterile and hence available for stimulation 
of suspected nerve tissue. 
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Figure 3.—After the gland is freed posteriorly, it can be 
mobilized as the nerve is dissected toward its origin. The 
tumor can then be excised safely with a wide margin of 
normal glandular tissue. 


REFERENCES 
1. Adson, A. W., and Ott, W. O.: Preservation of the 


facial nerve in the radical treatment of parotid tumors, Arch. 
Surg., 6:739-746 (May), 1923. 


2. Ahlbohm, Hugo E.: The treatment of salivary gland 
tumors, in: Treatment of Cancer and Allied Diseases, ed. by 
Pack and Livingston, Vol. 1, New York, London, P. B. 
Hoeber, 1940. 


3. Bailey, Hamilton: The treatment of tumors of the 
parotid gland, with special reference to total parotidectomy, 
Brit. J. Surg., 28:337-346 (Jan.), 1941. 

4. Bell, H. Glenn: Personal communication. 


5. Burch, John C., and Fisher, Herbert C.: The problem 
of parotid tumors, S. Clin. North America, 26:489-494 
(April), 1946. 


6. Chen, H. I., and Loucks, H. H.: Composite tumors of 
salivary glands; clinico-pathologic study of 45 cases, Chinese 
M. J., 47:138-153 (Feb.), 1933. 


7. Houck, Joseph: Tumors of the salivary glands, Surgery, 
6:550-564, 565-584 (Oct.), 1939. 


8. Hybbinette, Samuel: Cited by Ahlbohm. 


9. Janes, Robert M.: The treatment of tumors of the 
salivary glands by radical excision, Canad. M.A.J., 43:554- 
559 (Dec.), 1940. 


10. McFarland, Joseph: The mysterious mixed tumors of 
the parotid salivary glands, Surg., Gynec. & Obst., 76:23-34 
(Jan.), 1943. 


11. Patey, David H.: Treatment of mixed tumors of the 
parotid gland, Brit. J. Surg., 28:29-38 (July), 1940. 


12. Singleton, Albert O., and Duren, Norman: Tumors of 
the salivary glands, Texas State J. Med., 36:784-792 (April), 
1941. 


13. Sistrunk, W. E.: Tumor of the parotid gland, S. Clin. 
North America, 1:1515-1521 (Oct.), 1921. 


14. Stein, I., and Geschickter, C. F.: Tumors of the parotid 
gland, Arch. Surg., 28:492-526 (Mar.), 1934. 


15. Swinton, Neil W., and Warren, Shields: Salivary 
gland tumors, Surg., Gynec. & Obst., 67:424-435 (Oct.), 
1938. 


16. Trueblood, Donald V.: Clinical observations and sur- 
gical experiences with parotid tumors, West. J. Surg., 52:109- 
118 (Mar.), 1944. 


17. Wood, F. C.: The mixed tumors of the salivary glands, 
Ann. Surg., 39:57-97 (Jan.), 207-239 (Feb.), 1904. 





Vol. 68, No. 5 


A Review of Common Ocular Problems in Children 


MakrtTIn P. KokeE, MD. San Diego 


TT. make an estimation of the relative frequency 
of eye disorders, the records of 1,941 consecutive 
patients 16 years old and younger were reviewed. 
The children were seen for 2,432 ocular complaints. 
The cases were divided into refraction problem, ex- 
ternal disease, intraocular disease and abnormality 
of the extraocular muscle balance. 


The refraction problems were classified according 
to the chief complaint or principal reason for which 
the pediatrician or parents requested an eye examina- 
tion. The chief complaints were blurred vision, eye 
strain, headache, squint, conjunctival injection, 
blepharitis or recurrent stys. Some parents were con- 
cerned because the child assumed peculiar positions 
when reading or had unusual difficulty in learning to 
read. For these complaints 1,244 refractions were 
done with the eyes under the influence of 0.25 per 
cent atropine, or 0.20 per cent scopolamine, or 5.0 
per cent homatropine. The atropine was used for 
children of five years or younger; the scopolamine 
for those of six to twelve inclusive, and homatropine 
for those over twelve. 


The criteria for prescribing glasses varied accord- 
ing to the child’s age and the specific case. In chil- 
dren of four and under, glasses were rarely pre- 
scribed unless the refractive error was at least 
4 diopters of hyperopia, 2 diopters of myopia, or 3 

‘diopters of astigmatism. In ages five to eight, 
3 diopters of hyperopia, 1 diopter of myopia and 2 
diopters of astigmatism were corrected. Glasses were 
given to children nine to twelve for 2 diopters of 
hyperopia, 0.75 diopters of myopia or 1 diopter of 
astigmatism. Any child with squint received glasses 
to negate the influence of the refractive error unless 
that error was very small. A large amount of aniso- 
metropia was an indication for glasses at all ages. Of 
the 316 children in whom refraction was done be- 
cause of blurred vision, 71 per cent actually had 
reduced vision or a large refractive error and needed 
glasses. The parents or pediatrician suspected 251 
children of having squint, but squint was not present 
in 27 of these cases. Of the remainder, 177, or 71 
per cent needed glasses. Of the 173 patients with 
headache, 33 per cent needed glasses. Of 263 chil- 
dren with stys, blepharitis, burning eyes or injected 
conjunctiva, only 28 per cent had glasses prescribed. 
Only 23 per cent of 61 “blinking” patients and 31 
per cent of 74 with reading problems needed lenses. 
Of 106 children who had refractions at the parents’ 
request although no complaints were voiced, 49 per 
cent required glasses. 


The two complaints which indicated need for 


Read before the sections on General Surgery, General 
Practice, Radiology, Anesthesiology and Pediatrics at the 
76th Annual Session of the California Medical Association, 
April 30-May 3, 1947, Los Angeles. 


glasses in the majority of children were those per- 
taining to vision and squint. It was evident that the 
children with other complaints needed them in a 
minority of instances and it was highly probable 
that the need had nothing to do with the complaints. 
Patients with blepharitis or stys who were helped 
by glasses most likely were benefited because the 
glasses were a deterrent to lid rubbing. Ocular tics, 
such as lid blinking, were aggravated as often as 
helped by glasses, but squeezing the lids to narrow 
the palpebral fissure was sometimes a sign of poor 
vision. Children with reading problems should have 
a refraction, even though lenses are needed in only 
a small per cent of cases, because visual comfort is 
an essential psychic element in reading. An explana- 
tion of the need for glasses by a relatively large 
number of children who had no complaints may be 
that the parents were reluctant to disclose their rea- 
son for ordering an examination. It appeared that 
refractive errors in children are not closely asso- 
ciated with the symptoms commonly attributed to 
eye strain. 

Of the 1,244 children in whom refractions were 
done for all reasons, 610 or 49 per cent had glasses 
prescribed. An abnormality of the extraocular muscle 
balance was noted in 258 children. There were 224 
cases of concomitant squint, nine cases of paralytic 
squint and 13 of nystagmus. 

Concomitant squint is a deviation of one eye from 
the position of fixation and is evident in all direc- 
tions of gaze. The eyes do not look at the same point 
simultaneously. This malady is important to the par- 
ents because of its disfigurement, to the pediatrician 
because he must recognize the condition at a time 
when it is most easily corrected, and to the patients 
because unless proper procedures are done a ma- 
jority will lose visual acuity in one eye. In the normal 
course of events, a child develops binocular vision 
during the first six months of life, and during that 
time all types of squint may be present. During the 
following six months simultaneous ocular perception 
becomes dominant and squint is absent or only 
periodic. In the next five years the fusion faculty 
which is the dominating force of binocular move- 
ment attains a high degree of perfection, and after 
the sixth year of life chances of squint development 
are much reduced. It is during the first six years 
that squint-producing factors have their most pro- 
nounced effect, and most squints appear during that 
period. A weak fusion faculty is essential to the 
development of squint. This weakness may be due 
to hereditary influences or childhood diseases. The 
most common condition which exploits the presence 
of a weakened fusion faculty to produce squint is 
a refractive error that causes unequal vision in the 
two eyes or a disturbance in the accommodation con- 
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vergence relationship. When squint develops, the 
mental image from the deviating eye must be sup- 
pressed to avoid diplopia. Constant suppression of 
one eye rapidly leads to amblyopia and consequently 
it is the prevention of constant suppression that is 
the most important consideration in squint man- 
agement. 


The treatment of squint is directed at restoration 
and maintenance of normal visual acuity in each 
eye, realignment of the eyes and the development of 
fusion with stereopsis. These aims are accomplished 
with glasses, occlusion of the dominant eye, surgical 
operation, and orthoptics. The greatest of these is 
occlusion. Glasses relieve refractive errors which up- 
set the accommodation convergence relationship and 
provide a clear image in each eye. Occlusion of the 
dominant eye restores vision lost from disuse of the 
squinting eye, if the occlusion is done soon after the 
onset of the squint. A small percent of children with 
squint, alternately use one eye and then the other. 
They do not develop amblyopia from disuse. Surgi- 
cal operation places the eyes in correct alignment 
and makes more feasible the development of binoc- 
ular vision. The restoration of normal appearance 
is also very important. Orthoptics are used to teach 
the eyes to work together with the ultimate aim of 
developing fusion and stereopsis. All too frequently, 
young adults or teen agers with a slight degree of 
squint are seen who have lost useful vision in one 
eye because of amblyopia ex anopsia which resulted 
because crossed eyes in childhood were allowed to be 
“outgrown.” Occlusion at the right time would have 
prevented this most serious effect of squint. All 
children over six months of age who have a constant 
squint and all over one year who have periodic 
squint should have a complete eye examination. No 
child is too young for glasses or surgical correction 
if the indication is sufficiently great. One of the most 
difficult tasks in treating squint is to convince parents 
that occlusion is important and to obtain complete 
cooperation in maintaining the occlusion. 


The pediatrician should, during a routine physical 
examination, take note of the visual acuity and watch 
the child’s eyes while they follow a point light moved 
in a circle. Any shift should be noted in the position 
of the eyes when they are covered and uncovered 
individually and alternately while the attention of 
the child is centered on a near and then a distant 
object. The vision of small children may be ac- 
curately estimated with illiterate charts or by noting 
the ease with which they find different sized marbles 
rolled the length of the room. The Snellen chart may 
be used for older children. Any child with a squint 
or who does not see 20/20 or who can see 20/20 
when a +1.50 lens is held before the eye should 
have a refraction with the eyes under a cycloplegic. 

Disease of the lids, lacrimal apparatus, conjunc- 
tiva, sclera or cornea was noted in 861 cases. The 
most common lid condition was marginal blepharitis, 
of which 114 cases were seen. Chalazion was present 
in 72 patients, sty in 47 and congenital abnormalities 
in 32. The congenital lid defects were: 19 epicanthal 
folds, eight lid tumors, two distichiasis, two blepha- 
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rophimosis, one coloboma. Seventeen lid lacerations 
and eight cases of contact lid edema were seen. 


MARGINAL BLEPHARITIS 


Marginal blepharitis is evidenced by hyperemic 
lid borders and varying degrees of scaliness. The 
two classic types are ulcerative and squamous. The 
squamous variety is associated with seborrheic 
dermatitis and the signs of that disorder will be 
noted on the face and scalp. The lid border scales 
are waxy flakes which are easily removed. In cases 
of ulcerative blepharitis the lid border involvement 
is not as uniformly diffuse. Some portion of the 
border will show thick tenacious scales which leave 
an ulcerating surface when removed. Tiny pustules 
may form with a lash in the center of each. The 
Meibomian glands are often congested and expres- 
sion will produce purulent material. Staphylococcus 
is the organism most commonly associated with 
ulcerative blepharitis, and the fungus Pityrosporum 
ovale? is commonly found in the seborrheic type. 
Not infrequently there is a combination of the two 
types, and chronic conjunctivitis is usually present. 
The best therapy for blepharitis is keeping the lid 
border free of scales by removing them with forceps 
or applicator, massaging the pus from the Meibom- 
ian glands and applying penicillin or sulfathiazole 
ointment to the involved areas. Penicillin or sulfa- 
thiazole should be instilled into the conjunctival sac 
for the associated conjunctivitis. The routine used 
is penicillin solution containing 5000 units per cc. 
instilled every one or two hours during the day for 
three days. Thereafter it is used every four hours for 
two weeks. Penicillin ointment containing 5000 units 
per gram is applied to the lid borders morning and 
night after the scales have been removed. A solution 
of 5 per cent sodium sulfathiazole and 5 per cent 
sulfathiazole ointment may be used for patients who 
are sensitive to penicillin. Staphylococcus toxoid? 
is used in the extremely chronic and recalcitrant 
cases. 

Chalazions were seen more frequently than stys, 
probably because many people are acquainted with 
stys and their clinical course. The advice of an oculist 
is not sought for stys unless they recur with great 
frequency. Because a chalazion presents a firm tumor 
which resolves very slowly, concern is aroused and 
advice sought. A chalazion is a chronic infection 
in a Meibomian gland which stimulates the forma- 
tion of a granuloma. It absorbs very slowly and, if 
large enough to be disfiguring or irritating, is best 
excised. A sty is fundamentally a furuncle in the 
hair follicle which will, as any furuncle, point, drain 
and disappear. Because blepharitis produces itching 
and children are prone to scratch, the staphylococci 
are provided considerable help in forming stys. 


Conjunctival disease was evident in 378 cases. 
Acute mucopurulent conjunctivitis was present in 
98 cases, simple exposure conjunctivitis in 68 cases, 
and chronic catarrhal conjunctivitis in 41 cases. Of 
course in most of the blepharitis cases there was 
some degree of conjunctivitis. There were 45 cases 
of folliculosis, 28 of vernal conjunctivitis, three 
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Parinaud’s conjunctivitis, one gonorrheal, seven 
pseudomembranous, five inclusion blennorrhea, two 
trachoma, 21 tumors, one zeroderma pigmentosa, 
35 lacerations and 23 foreign bodies. 

Ordinary catarrhal conjunctivitis is not painful 
and the parent is much more aroused than the child 
over the condition. This common disease is usually 
due to pneumococcus, Koch-Weeks bacillus, strepto- 
coccus or staphylococcus. A solution of sodium sul- 
fathiazole or penicillin cures this disease in a few 
days. The presence of pain, chemosis, photophobia, 
marked lid edema and hyperemia, a thick purulent 
discharge, or pseudomembranes should stimulate de- 
tailed diagnostic procedures and extremely careful 
management. Preauricular adenitis is sometimes a 
feature in serious conjunctivitis. Conjunctival dis- 
eases such as gonorrhea, diphtheria, trachoma, 
oculoglandular tularemia, tuberculosis, syphilis or 
very virulent forms of the common type can do great 
damage. Permanent injury can almost always be 
prevented if treatment is instituted soon enough. A 
laboratory is essential to exact diagnosis of the type 
of conjunctivitis with which one is concerned. 
Smears of exudate and scrapings from epithelial 
surfaces should always be taken and cultures done 
when the clinician is unable to tell from inspection, 
palpation and history whether the conjunctivitis is 
of a simple type or a serious devastating condition. 


Folliculosis is a benign hypertrophy of conjunc- 
tival lymphatic tissue. The glistening fish-egg like 
follicles are usually massed in the inferior cul de sac 
but may be diffusely scattered over the entire con- 
junctiva. School nurses often suspect trachoma, but 
folliculosis shows few or no inflammatory signs and 
the corneal invasion of blood vessels so character- 
' istic of trachoma is absent. Folliculosis needs no treat- 
ment and disappears spontaneously. 


Vernal conjunctivitis is characterized by itch- 
ing, seasonal variation of intensity, ropy discharge, 
hypertrophic papillae, eosinophila in epithelial 
scrapings and a milky appearance of the conjunctiva. 
It is treated symptomatically and by anti-allergic 
procedures such as abstinence from the offending 
allergens, desensitization, or the use of anti-hista- 
minic agents. 

One hundred and five abnormalities of the lacri- 
mal apparatus were recorded. Occlusion of the naso- 
lacrimal duct was present in 102 of these cases, 
dacryoadenitis in two cases, and acute dacryocystitis 
in one case. 

Infants begin lacrimation at approximately two 
weeks of age. When, because of some developmental 
difficulty, the lacrimal drainage passages do not 
carry the tears to the nose, epiphora results. If the 
occlusion is due to debris in the nasolacrimal duct, 
time and simple massage over the lacrimal sac often 
provide patency. If massage over a period of four 
to five weeks is unsuccessful, or if purulent dacryo- 
cystitis ensues, the passage should be probed. In in- 
fants this trouble is easily and readily cured by 
simple probing, but if chronic dacryocystitis de- 
velops, permanent changes occur in the walls of the 
nasolacrimal passages which necessitate surgical 
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operation to establish a new opening into the nose. 
Probing of nasolacrimal ducts is done with local 
anesthesia. 

There were 87 cases of corneal trouble. They con- 
sisted of 26 corneal foreign bodies, 25 corneal lacera- 
tions, 12 interstitial keratitis, 11 corneal ulcers, five 
cigarette burns, five phlyctenular keratitis, two ether 
burns and one keratoconus. Most corneal foreign 
bodies were easily removed with a spud following 
the instillation of a topical anesthesia. The chief 
problem was winning the child’s confidence, and in 
some instances a general anesthesia was indicated. 
The corneal lacerations varied in severity from 
simple epithelial abrasions to ragged lacerations 
completely through the cornea. Cat and dog claw 
wounds were most common. A cat’s claw can easily 
rip through the cornea. Jack straws, BBs, flying 
stones, arrows, coat hangers, knives, finger nail files, 
screw drivers and a screen door spring were respon- 
sible for the most severe injuries. 


Interstitial keratitis due to congenital syphilis is 
not rare. The onset is usually between the fifth and 
fifteenth year of age and frequently is associated with 
some relatively minor ocular trauma. It begins in 
one eye with photophobia, lacrimation pericorneal 
injection and a grayish infiltrate. The infiltrate of 
the corneal stroma is usually peripheral but oc- 
casionally is centrally located. Blood vessels soon 
begin to invade the deep layers of the cornea. The 
keratitis with associated iridocyclitis and choroiditis 
lasts approximately four months and during this 
period the other eye becomes involved. There is no 
way to alter the course of the disease, but the im- 
mediate and future effects of it are definitely reduced 
by maintaining a dilated pupil and by administering 
specific anti-luetic therapy and foreign protein. 

The kind of corneal ulcer most commonly encoun- 
tered was due to herpes simplex. Children who are 
prone to have labial or nasal herpes are subject to 
this disease, which produces a typically dentritic 
ulcer. These children have marked photophobia and 
lacrimation. The conjunctiva is injected and the in- 
jection is chiefly pericorneal. Early diagnosis fol- 
lowed by curettage and chemical cauterization of the 
involved site results in rapid cure. Temporizing 
measures may result in corneal opacities with visual 
reduction. The disease has a tendency to recur and 
smallpox vaccination may help prevent it. 


Intraocular abnormalities were relatively uncom- 
mon. Only 69 children had an intraocular disease. 
Of this number 39 had a congenital or hereditary 
malady. Twenty-two had intraocular injuries. The 
most common finding was congenital cataracts. 
These were found in 15 patients. This condition al- 
ways has to be suspected if the mother had German 
measles early in pregnancy. The diagnosis of a 
cataract which is extensive enough to impair vision 
should always be made by the pediatrician. Routine 
dilation of infants’ pupils at their first post natal 
office visit would certainly aid in early diagnosis of 
intraocular disease. 

For this purpose, 5 per cent euphthalmine, or 2.5 
per cent neosynephrine, or 3 per cent homatropine 
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may be used. Babies’ pupils are normally very small 
and a hurried flashlight examination of the eyes 
frequently misses even dense cataracts. Not all len- 
ticular opacities necessitate surgical operation, but 
in those cases in which it is necessary there should 
be a needling of the lens as soon as the child can 
tolerate a short general anesthesia. The patients who 
have dense cataracts from birth seldom develop 
normal vision even when the operative result pro- 
vides a clear passage to the retina. Those who de- 
velop dense cataracts later—that is, after two or three 
years—may obtain normal visual acuity following 
surgical operation. 

The other congenital conditions included two 
cases of retrolental fibroplasia, five of coloboma of 
the iris or choroid or both, one of aniridia, two of 
albinism, three of congenital glaucoma, two of re- 
tinoblastoma (one of which was bilateral), four of 
toxoplasmosis and three of microphthalmus. 


Toxoplasmosis, a rather new clinical entity, is a 
protozoan infection which produces a disseminated 
encephalomyelitis in infants. Convulsions and in- 
ternal hydrocephalus may appear soon after birth. 
Roentgenograms show cerebral calcifications. Bila- 
teral single or multiple chorioretinal granulomas 
which usually involve the central portion of the 
retina are seen. It is thought that the disease is ac- 
quired during intrauterine life.? Although the 
mothers of these children have serum antibodies for 
the toxoplasma, clinical evidence of maternal infec- 
tion is rare. The mother of one patient with toxo- 
plasmosis seen by the author had developed an 
elevated lesion in the central retina of one eye in the 
eighth month of pregnancy. 

There were 22 cases of ocular trauma of such 
severity that intraocular damage was done. These 
include five cases of hyphemia, five traumatic cat- 
aracts, one choroidal tear, two cases of detached 
retina, four of iritis, one of panophthalmitis and one 
in which there was extensive laceration with extru- 
sion of the contents of the eye. 

The remainder of the cases included two of 
malignant myopia, one of familial amaurotic idiocy, 
two of choked discs secondary to cerebellar tumors, 
two of acute optic neuritis, and two of optic atrophy. 
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SUMMARY AND CONCLUSIONS 


In reviewing the case records of 1,941 children 
it was found that 1,244 refractions were done. The 
ordinary eye complaints which lead parents or doctor 
to suspect the need of glasses are listed. The only 
two complaints which indicated the need of glasses 
in the majority of cases were poor vision and stra- 
bismus. The other complaints in the vast majority 
of cases were not attributable to refractive errors. 


Concomitant squint was present in 224 children. 
Of these, 177 had a refractive error that was at least 
partially responsible for the squint, and glasses were 
prescribed. All children who have squint or are sus- 
pected of having it should have a refraction done 
with the eyes under a cycloplegic. The dominant 
non-squinting eye of monocular squints should be 
occluded as early as possible. Surgical operation and 
orthoptics should be used to restore the proper align- 
ment and fusion. 


The most common external diseases were bleph- 
aritis, conjunctivitis and occluded nasolacrimal 
ducts. A few suggestions for their management are 
made. 


There were 69 cases of intraocular disease, with 
22 different causative entities. Congenital. cataract 
was the most common. Developmental anomalies or 
congenital diseases were present in 39 instances. 
Trauma accounted for most of the remainder. 


Of 2,432 ocular problems, 1,244 or 51 per cent 
were caused by refraction abnormalities; 258 or 11 
per cent were the result of abnormalities of the ex- 
traocular muscles; 861 or 35 per cent were due to 
external diseases; and 69 or 3 per cent were caused 
by intraocular maladies. 

233 A Street. 


REFERENCES 


1. O’Brien, C. S., and Allen, J. A.: Staphylococcus con- 
junctivitis, Am. Jour. Ophth., 21:641 (June), 1938. 


2. Thygeson, P.: Etiology and treatment of blepharitis, 
Arch. of Ophth., 36:445 (Oct.), 1946. 


3. Wolf, A., Cowen, D., and Paige,. B.: Human toxoplas- 
mosis: Occurrence in infants as an encephalomyelitis: Veri- 
fication by transmission to animals, Science, 89:226-227 
(March), 1939. 


“Noe” 





Vol. 68, No. 5 


Reinfection in Syphilis 


Norman N. Epstein, M.D., San Francisco 


(THE problem of reinfection in syphilis has as- 
sumed considerable practical importance during 
the past few years. This has been due to the intro- 
duction of the intensive methods of arsenotherapy 
and penicillin therapy for early syphilis. In report- 
ing the results of their investigation, workers in the 
field of massive arsenotherapy very early indicated 
that many times they were unable to distinguish 
between the lesions of infectious relapse and reinfec- 
tion. They preferred to classify all such cases as 
representing infectious relapse although many of 
these may well have been examples of reinfection. 
This attitude on the part of these writers was admir- 
able even though it undoubtedly decreased the re- 
ported percentage of satisfactory therapeutic results 
obtained by the methods they were investigating. 


The adoption of short intensive methods of treat- 
ment of early syphilis and early latent syphilis has 
shortened the cure time of syphilis to a few weeks 
instead of one, two or three years. This fact has in- 
creased the probability of reinfection many times. 
As Schoch and Alexander* recently pointed out, 
patients are cured so quickly that the source and 
contacts of their infections are either actively in- 
fectious or becoming so about the time they are 
discharged from treatment. They are thus immedi- 
ately exposed to the possibility of reinfection. Where 
the more conventional long continued methods of 
- treatment are used, the source and contacts of the 
patient have either also been brought under control 
by therapy or have been eliminated for other rea- 
sons. The opportunity of contact with infectious 
lesions by the patient therefore becomes greatly 
reduced. 

Reinfection in syphilis may be defined as a new 
infection with Treponema Pallidum in a patient who 
had a previous syphilitic infection which had been 
completely eradicated by specific therapy. Infectious 
relapse of syphilis may be defined as a recurrence 
of infectious lesions in a patient who has continued 
to harbor the organisms of his original infection. 
Superinfection in syphilis is a reinoculation of Tre- 
ponema Pallidum from his environment in a patient 
who continues to harbor the Treponema Pallidum 
of his first infection. 

Although we can define these phenomena in 
syphilis satisfactorily, many times it is impossible 
to distinguish them clinically. Moore,’ pointed this 
out clearly in an editorial published in July, 1945. 
The fact that syphilologists are unable to distinguish 
between reinfection and infectious relapse in syphilis 
is also brought out in the recent article of Thomas, 
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Landy, and Cooper.® To quote: “In tabulating data 
no distinction has been made between relapses and 
reinfection. In our minds there is no question that 
some are reinfections. In our opinion, probably 40 
per cent are actually reinfections rather than re- 
lapses.” Further on they write: “It frequently ap- 
peared that patients had been reinfected by sexual 
partners whom they themselves had infected.” Schoch 
and Alexander discussed this possibility and Schoch 
applied the term “ping pong” syphilis to it. There 
can be little doubt that this method of reinfection 
is a real problem in syphilis control. Thomas and 
his associates throughout their paper in discussing 
their data always refer to the reappearance of in- 
fectious lesions after treatment with penicillin in 
beeswax and peanut oil as either reinfection or 
relapse. 
CRITERIA OF REINFECTION 


In spite of the difficulties surrounding the prob- 
lem of distinguishing relapse from reinfection, one 
should not be too quick to assume that a given lesion 
represents reinfection rather than relapse. A lax atti- 
tude will result in the appearance of a higher per- 
centage of satisfactory results from certain methods 
of therapy than can actually be obtained. From a 
scientific standpoint it would appear better that the 
method suffer even though an occasional reinfection 
be recorded as a relapse. 


Stokes, Schoch and Ireland? in 1931 reviewed 
the criteria which should be required before a given 
case might be considered as an example of reinfec- 
tion. They classified these criteria into three grades. 
In grade I were the requirements necessary for an 
indisputable diagnosis of reinfection; in grade II, 
the requirements were less strict and if these were 
fulfilled the diagnosis of reinfection was probable: 
in grade III were placed fewer and more lax require- 
ments, which, if fulfilled would permit the diagnosis 
of possible reinfection. The criteria listed in the first 
group were so exacting as to be almost impossible 
of fulfillment, and the authors found no patients 
which could be placed in this group; in grade II 
there were 120 instances and in grade III there were 
116. From a practical standpoint the criteria listed 
as a grade II should be acceptable for a diagnosis 
of reinfection. Briefly they are: 


1. An indisputable first infection. 


2. The patient shall remain clinically and sero- 
logically well for one year after adequate therapy. 

3. The second chancre must be in a different loca- 
tion than the first and shall have a different lymph 
drainage. 

4. The darkfield examination of the second 
chancre must be positive for Treponema Pallidum. 
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5. The second chancre must be accompanied by 
satellite adenopathy. 


6. The blood serologic tests for syphilis must be 
negative at the start and become positive under ob- 
servation. 


7. The secondary eruption must appear not less 
than 20 days after the development of the second 
chancre. 


Moore! recently reviewed the criteria considered 
essential for a diagnosis of reinfection of syphilis in 
man. He discussed each criterion serriatum and 
stated: “A critique of the criteria of reinfection in 
syphilis in man seems clearly to show that this 
phenomenon cannot be differentiated from relapse 
on any grounds on which two or more observers 
would at present agree.” 


Schoch and Alexander* would relax the require- 
ments for a diagnosis of reinfection in syphilis. They 
believe that reinfection occurs frequently after short 
intensive courses of treatment for early syphilis. 
From Paget’s? recent publication on long term re- 
sults in the treatment of early syphilis they conclude 
that any patient who remains clinically and sero- 
logically well for five years after adequate treatment 
for early syphilis, is permanently cured. And further, 
that should a patient who fulfills the above require- 
ments develop evidence of early syphilis, then he has 
suffered with a reinfection rather than relapse. 


CASE REPORT 


Case 1.*—A single, white, male, merchant seaman, aged 
43 years, entered the U. S. Marine Hospital, San Francisco, 
on Jan. 18, 1947, with chief complaint of a penile chancre 
which had existed for 30 days. The patient first contracted 
syphilis in China in 1926. At that time he had a syphilitic 
chancre, inguinal adenopathy and a positive blood test. He 
was in the United States Navy and was treated on board ship 
with 32 injections of salvarsan and an unknown number of 
bismuth injections. He was also treated with mercury oint- 
ment and believes the total treatment extended over a period 
of one year. In subsequent years many blood tests were 
negative, the last known negative serologic test for syphilis 
was in Sept., 1946. Venereal exposure in mid November was 
followed by the appearance of a small penile lesion on Dec. 
15, 1946. The lesion persisted and increased in size. 


Physical examination on admission was entirely negative 
except for a cartilagenous, deep, punched-out chancre in the 
sulcus and bilateral enlarged inguinal nodes which were 
discrete, hard, rubbery, non-tender and in satellite arrange- 
ment. Darkfield examination of chancre was positive for 
Treponema Pallidum. Tests of the blood showed a positive 
Wassermann, a positive Kahn test with 16 Kahn units. A 
chest roentgenogram showed no abnormalities of heart, 
great vessels or lungs. Spinal fluid examination was entirely 
negative. On admission the patient ran a low swinging fever 
between 37.5°C. and 37.9°C. Ducrey and Frei skin tests 
were both negative. 


Diagnosis: Primary syphilis reinfection. 


Under treatment with 40,000 units of penicillin every three 
hours (60 injections), Mapharsen 0.06 gm. each for eight 
injections, and Bismuth 0.13 gm. each for four injections— 
the lesions regressed slowly and the fever disappeared. 


* From the U. S. Marine Hospital, San Francisco. 
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COMMENT 


This patient was treated for his first syphilitic in- 
fection 20 years before the appearance of the second 
infection. The records indicate that he had remained 
clinically and serologically well after one year of 
anti-syphilitic therapy. The second lesion was clini- 
cally that of a syphilitic chancre and was accom- 
panied by satellite inguinal adenopathy. The second 
chancre was at a different site than the first. The 
serologic test for syphilis was not negative at the 
time the patient was seen with his second infection. 


This case undoubtedly is an example of reinfec- 
tion in syphilis even though the serologic test for 
syphilis was positive when the patient was first seen 
with the second infection. In other respects it would 
fulfill the criteria of the grade II class, i.e., probable 
reinfection. The long period between the two infec- 
tions alone would satisfy the most critical individual 
as to the authenticity of reinfection in this case. If 
that is granted, then the criteria required to establish 
an indisputable diagnosis of reinfection in syphilis 
do not seem absolutely essential. 


CASE REPORT 


Case 2.i/—A single, white, merchant seaman, aged 42, en- 
tered the U. S. Marine Hospital, San Francisco, on Feb. 6, 
1947, with chief complaint of two penile ulcers for one 
month. The patient had been well all his life except for de- 
veloping a syphilitic primary with positive serologic test for 
syphilis in 1930. He was treated at the Mercy Hospital in 
New Orleans as an in-patient for 87 days, receiving at least 
16 injections of salvarsan and 32 injections of bismuth. The 
lesions healed rapidly at that time and subsequent serologic 
tests for syphilis were negative until one year before entry. 
There were multiple venereal exposures, the last on Nov. 30, 
1946, and a chancre appeared on Jan. 4, 1947, and persisted 
until entry. 

Physical examination on entry showed a well developed 
muscular man, apparently well. The only physical findings 
were two indurated, punched-out, non-tender chancres, 1 cm. 
in diameter, at the base of the shaft of the penis, with 
bilateral inguinal nodes enlarged and rubbery with typical 
satellite arrangement. 

Darkfield examination of the lesions for Pallida and blood 
tests for syphilis were positive, and quantitative Kahn test 
showed 1,024 units. 

COMMENT 


The long period (17 years) between this patient’s 
two infections establishes the fact of reinfection here. 
The lesions and their accompanying adenopathy 
conform to that of primary syphilis clinically. The 
original infection was indisputable and the sub- 
sequent treatment sufficient to eradicate it. Subse- 
quent blood tests for syphilis were negative on 
several occasions. The incubation period for the 
second infection conformed to that expected in 
primary syphilis. The blood tests for syphilis were 
strongly positive when the patient was seen with his 
second infection. 

Few will doubt the authenticity of reinfection in 
this case although the facts available do not satisfy 
the requirements for Stokes’ grade I or for an in- 
disputable diagnosis of reinfection, nor do they ful- 


+ From the U. S. Marine Hospital, San Francisco. 
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fill the necessary criteria required in his grade II 
classification. 
CASE REPORT 


Case 3.—White male, married, aged 44, was first seen by 
the author on Jan. 8, 1938. There was a papular eruption of 
secondary syphilis over palms, soles, face and scalp. No 
primary sore was found. The patient denied exposure to 
venereal disease. The blood Wassermann and Kahn were 
strongly positive. Anti-syphilitic treatment was begun on 
Jan. 8, 1938, and given continuously for two and one-half 
years, alternating courses of Mapharsen and Bismuth being 
given. With anti-syphilitic therapy the eruption cleared 
promptly. The patient developed a nine-day erythema nine 
days after starting treatment. Tests of the blood on July 22, 
1938, Oct. 2, 1939, Sept. 9, 1940, Nov. 14, 1940, Feb. 3, 1941, 
June 16, 1941, April 8, 1942, Sept. 14, 1943, were negative. 
Results of spinal fluid examination in 1938 and 1939 were 
entirely normal. 

The patient entered the Army in 1943 and blood tests for 
syphilis were negative on several occasions. 

On July 23, 1946, he was again seen by the author, and 
at this time was complaining of a small abrasion in the 
sulcus. Satellite adenopathy was present in the right groin. 
The darkfield examination was positive for Treponema 
Pallidum. The blood tests for syphilis were negative. The 
patient later admitted extramarital exposure five weeks previ- 
ously and he was treated with 6,000,000 units of penicillin 
in beeswax and peanut oil, 40 injections of Mapharsen and 
15 injections of bismuth salicylate. The blood Wassermann 
and Kahn were negative on Feb. 24, 1947. 


COMMENT 


This case is undoubtedly an example of reinfec- 
tion in syphilis. The patient was seen by the author 
during both infections. The original infection was 
indisputable as the eruption was characteristic of 
secondary syphilis, was accompanied by a strongly 
positive blood Wassermann and Kahn test and re- 
sponded promptly to anti-syphilitic treatment. After 
very adequate anti-syphilitic therapy the patient re- 
mained clinically and serologically well for seven and 
one-half years. The second infection followed five 
weeks after exposure; the lesion was clinically a 
primary sore; satellite adenopathy was present; the 
darkfield examination was positive for Treponema 
Pallidum and the blood Wassermann and Kahn were 
negative. While this case does not fulfill all the re- 
quirements of Stokes’ grade I criteria for reinfection, 
there is no doubt that this patient had a reinfection 
eight and one-half years after the first infection. 
During treatment for both infections he vigorously 
denied extramarital exposure but finally confessed 
to exposure five weeks previous to his second in- 
fection, which emphasizes that a history of denial of 
exposure or previous lesions is often valueless. 


COMMENT 


Reinfection, by definition, is the only proof of 
cure of the first infection in syphilis which can be 
obtained during the life of an individual. Ultimate 
proof of cure can be established only by postmortem 
examination of all the tissues of the patient. There- 
fore reinfection in syphilis is of definite practical 
importance. The establishment of proof of reinfec- 
tion is very difficult and at times impossible. Never- 
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theless reinfection occurs in syphilis probably much 
more frequently than can be proved beyond a doubt. 


Stokes and his associates laid down a group of 
requirements for the indisputable diagnosis of re- 
infection in syphilis which the clinician cannot fulfill. 
They are so exacting that even a very well equipped 
syphilis clinic cannot meet such criteria. This atti- 
tude seems extreme, as one must agree that syphilis 
is curable and reinfections do occur. A lax attitude, 
however, toward the diagnosis of reinfection is to be 
decried since it would be injurious to the study of 
methods of treatment for syphilis. Such an attitude 
would give a false evaluation of a given therapeutic 
procedure. Changing concepts of immunity in syph- 
ilis and the therapy of the disease should serve to 
alter the strict criteria laid down by Stokes. Moore 
pointed out that in light of present knowledge these 
criteria could not withstand critical analysis. 

In spite of our inability to distinguish clinically 
between reinfection and relapse, the author believes 
that there is no substitute for time in interpreting 
the effects of therapy in syphilis. Relapse and pro- 
gression occur so frequently after apparently suc- 
cessful therapy that one should be very cautious in 
declaring a given treatment method satisfactory until 
a sufficient period of observation has passed. During 
the first five years following therapy for early 
syphilis, if there is development of symptoms which 
may be those of either infectious relapse or reinfec- 
tion, it would be better to consider the lesions as 
those of relapse. There is a real need for an agree- 
ment as to how long this period of observation 
should be before a diagnosis of reinfection would 
be acceptable. 

The diagnosis of reinfection in Cases 1, 2, and 3, 
presented in this paper, is established by the clinical 
findings. The intervals of 20 years, 17 years, and 
eight and a half years, respectively, between the two 
infections, plus the fact that adequate anti-syphilitic 
therapy was given during the first infection in Case 
1, more than adequate therapy in Case 3, and mod- 
erately adequate therapy in Case 2, adds further 
proof to the claim of reinfection in these cases. Yet 
none of them would fulfill the requirements of an 
indisputable diagnosis of reinfection or grade I of 
Stokes and only one fulfills the requirements of the 
grade II type of criteria of reinfection. These cases 
emphasize the futility of attempting to set up hard 
and fast rules for the diagnosis of reinfection. It is 
essential to analyze each case individually, in order 
to determine the validity of a claim of reinfection. 


SUMMARY 


1. Three patients with reinfection in syphilis are 
reported. 

2. In one of these patients both infections, eight 
and a half years apart, were treated by the author. 

3. In two, the first infection is a matter of record 
with the United States Government. In these two, in- 
tervals of 20 and 17 years separated the first and 
second infections. 

4. A discussion of the criteria necessary for a 
diagnosis of reinfection in syphilis is presented. 
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The author is indebted to Dr. E. Javitz of the U. S. 


Public Health Service for the preparation of the case re- 


ports 1 and 2, and for his aid in discovering the fact of 
reinfection in these cases. 


Discussion by KENNETH L. Stout, M.D., Beverly Hills 


In addition to his contribution of three case reports of 
reinfection in syphilis, Dr. Epstein has joined with others in 
recent literature in calling attention to the impracticality 


of the rigid criteria for reinfection laid down by Stokes and 
co-workers in 193]. 


You will remember in Grade I class of criteria there were 
17 points to establish an indisputable reinfection; in Grade 
II, eight points for a probable reinfection and in Grade III, 
five points for a possible reinfection. Using Stokes’ criteria, 
there is not a single case of indisputable reinfection in the 
literature; yet, I am sure, all of us (experienced in treat- 
ment of syphilis) have had at least a few cases which were 
felt to be instances of reinfection. 


As Dr. Epstein pointed out, the tendency has been to 
consider these cases of second infection—either infectious 
relapse or super infection. 


In 1942, Felix Pinkus reported on a study of 18,000 in- 
dividual prostitutes who were treated for syphilis in the 
Berlin Hespital from 1908 to 1933. Of 3,047 observed for ten 
years or more, 2,856 showed clinical or serological evidence 
of syphilis; of the 2,856, 4 per cent showed infectious lesions 
for as long as seven years after original infection and 2 per 
cent presented infectious lesions as long as ten years after 
their first infection. His opinion was that almost all the 
infectious lesions present after five years (from initial in- 
fection) were either super-infections or reinfections. 


Stokes reported, at the University of Pennsylvania clinic, 
that reinfection in syphilis occurred four times in 2,439 
cases. Analysis of 5,952 treated cases of early syphilis in the 
League of Nations Health Organization study showed 360 
instances of mucocutaneous relapse, nine probable reinfec- 
tions and 31 possible reinfections. 


Many old-timers—in pre-arsphenamine days—were strong 
in the conviction that syphilis, having once invaded the body, 
could never be shaken off. They considered syphilis an in- 
curable disease and reinfection impossible. Now, although 
there are no absolute criteria for biologic cure in human 
syphilis, most modern syphilologists believe early syphilis 
may be cured. 

The relationship of curability of syphilis to reinfection 
may be considered in the light of the present-day concept 
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of immunity in syphilis. Immunity develops but is not ab- 
solute as has been shown by the successful reinoculation 
experiments made in all phases of syphilis—early, late and 
congenital. These experiments in humans and animals were 
reviewed by Beerman in a paper published in 1946. 

Neisser—who experimentally studied immunity in syphilis 
in higher apes—believed that ability to reinfect a treated 
experimental animal meant the original infection had been 
cured and that resistance to reinoculation was dependent 
upon persistence of spirochetes in the body. Neisser’s ideas 
prevailed until the work of Chesney and his associates. 

Chesney showed animals may be cured regardless of 
whether treated early or late in course of infection—al- 
though reinfection was possible only in those treated early. 
When treatment was started after the 90th day of the in- 
fection, the animals usually were not successfully reinocu- 
lated, although subsequent follow-up indicated they were 
apparently cured. 

These experiments suggest that in rabbits, and, by an- 
alogy, presumably in man, some degree of immunity may 
persist after complete eradication of the infection. They also 
suggest that ability to reinfect is an unsatisfactory criterion 
of cure. 

Reinfection may be impossible because of the persistence 
of the refractory state, even though the infection has been 
completely abolished. Or, reinfection may occur in the face 
of persistent infection. 

To clinicians this concept of immunity in syphilis is en- 
couraging. Moore states that if it is true, then not only early 
but late syphilis also may be curable in the biologic sense. 

Worthy of mention is the fact that in Dr. Epstein’s three 
cases, orthodox treatment was used in the first infections. 
The present intensive short-term ‘therapy methods used in 
early syphilis will greatly increase the reporting of reinfec- 
tions in syphilis. 

* * & 
Discussion by Daviw Frost, M.D., San Leandro 


As Dr. Epstein stated, reinfection in syphilis is of great 
practical ‘importance for, as he defines reinfection, it means 
that the patient was biologically cured of his first infection. 
He stressed time as one of the important factors in the 
differential diagnosis between infectious relapse, reinfection, 
and superinfection. Various criteria set up so far are not 
practicable and are hardly workable. Differentiating between 
relapse, reinfection, and superinfection in the general run 
of cases is extremely confusing to say the very least. Accurate 
differential diagnosis may have to await the discovery of a 
test which may show us that biological cure has actually 
been attained. 


From the public health point of view, reinfection is very 
important. If, as many feel, the patient with early syphilis 
will be completely cured as a result of intensive therapy 
and will not develop a life long immunity, then we, who 
treat early syphilis, are obliged to find the source of the 
case even sooner than we have ever done in the past. Other- 
wise, the patient who is adequately treated will be re- 
infected by his own source of infection as is occurring so 
frequently in gonorrhea. Our experience at the Oakland 
Health Department Clinic in this latter disease has forced us 
to treat husband and wife on the same day to prevent re- 
infection of the original case. The physician in private 
practice may be forced to take a more active interest in 
finding the contacts to cases of early syphilis in the future 
than he has in the past as an adjunct to good therapy as well 
as a requirement of public health. 
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Opisthotonos Fetalis in Breech Presentation 


Report of a Case with Bilateral Congenital Posterior 
Dislocation of the Tibiae 


GreorcE F. MEtopy, M.D., San Francisco 


r i management of breech presentation continues 

to be a major obstetrical responsibility. Accord- 
ing to Stander® the uncorrected gross fetal mortality 
in breech presentation is about 20 per cent. Prema- 
turity and congenital anomalies contribute sig- 
nificant factors to the total mortality. Therefore, 
it would seem worth while to record certain observa- 
tions. which might contribute to our appreciation 
of the natural history of breech presentation. 


According to Tompkins!" the so-called “classical 
factors,” namely, contracted pelvis, placenta praevia, 
pelvic tumors, and fetal malformations, account for 
only one-sixth of the total breech births. The same 
author suggests that any condition which will in- 
hibit effectual movements of the fetus in utero (such 
as dysplasia of the hips, or hydrocephalus) may 
cause persistent breech presentation by preventing 
spontaneous cephalic version. Vartan,!* from his 
study of 969 cases of breech delivery in five London 
hospitals, concluded that extended legs is the chief 
cause for failure of spontaneous cephalic version to 
occur as term approaches. 


_ Stein?® calls attention to the difference in prog- 

nosis between cases of complete breech presentation 
(with the fetus well flexed) and the incomplete va- 
rities of breech presentation (with the fetus in at- 
titudes of extension or deflexion). According to 
Stein’s experience delivery spontaneously or with 
minimal assistance may be awaited if the breech is 
well flexed, whereas dystocia is to be anticipated in 
those instances where there is extension of the fetus. 
Stein, therefore, recommends that clinical evaluation 
be supplemented by careful roentgenography shortly 
before term. 


The following case is presented for several rea- 
sons: (1) It is the first instance of transient opistho- 
tonos in breech presentation that has been reported, 
as far as the author can ascertain; (2) The per- 
sistent breech presentation was surmised after de- 
livery to have been due to the inability of the fetus 
to enjoy free movement in utero, due to a melange 
of congenital anomalies involving both lower ex- 
tremities; and, (3) The anomalies in themselves are 
unique. No similar instance of bilateral congenital 
posterior dislocation of the tibiae, with associated 
congenital absence of the epiphyseal centers for the 
distal ends of the femora and proximal ends of the 
tibiae, could be found in the literature. 


From the Division of Obstetrics and Gynecology, Univer- 
sity of California Medical School. 


CASE REPORT 


A 22-year-old white primigravida was first seen on Oct. 26, 
1945. The expected date of confinement was Feb. 23, 1946. 
The patient was robust and had always enjoyed excellent , 
health. The family history is of interest inasmuch as the 
husband’s father was said to have been born with a con- 
genital anomaly of both lower extremities, for which am- 
putation at the mid-thigh was carried out in childhood. 

The patient experienced no acute exanthemata during 
any part of the .pregnancy. Findings on general physical 
examination were within normal limits. Pelvic mensuration 
disclosed a normal gynecoid pelvis. Tests of the blood for 
syphilis were negative. The Rh-factor was positive. There 
was no anemia, and urinalyses were consistently negative. 

Pregnancy progressed normally. Breech presentation was 
first diagnosed at six and one-half months’ gestation, and 
subsequent examinations every two weeks disclosed a per- 
sistence of the breech presentation. The position, Right 
Sacro-Posterior, was established one month from term and 
continued so. In the seventh and eighth months several at- 
tempts at cephalic version by external manipulation were 
unsuccessful. 

Roentgenograms taken two weeks from term (Figure 1) 
showed a normal gynecoid pelvis, with a single fetus in 
breech presentation. The attitude of the fetus was that of 
opisthotonos, with the head arched against the back, and 
the anterior arm extended toward the pelvic inlet. Because 
of the marked hyperextension of the fetal skeleton, the ques- 
tion was raised as to whether or not elective cesarean section 
might not be in order. To help in reaching a decision, new 
roentgenograms were taken. The film (Figure 2) taken four 
days later than the first, revealed a striking change: the 
fetus had spontaneously corrected the attitude of opistho- 
tonos, and had assumed a habitus of flexion. Even the an- 
terior arm, which previously had been pendent in the pelvis, 
had assumed a flexed position across the chest. Comparison 
of the two films showed that the distortion of the head 
shadow in Figure 1 (taken with the patient in the dorsal 
supine position) had been corrected in the subsequent film 
taken with the patient in the prone position. 

Labor was induced with castor oil on Mar. 6, 1946. After 
a first stage of two hours and a second stage of 20 minutes, 
delivery was easily completed, after the single footling had 
been converted into a double footling. The position was 
Right Sacro-Posterior. Both shoulders were delivered as an- 
terior shoulders, and the after-coming head was delivered 
after the method of Wiegand-Martin. Adequate medio-lateral 
episiotomy facilitated the delivery. 

The infant was a viable male. Birth-weight was six pounds, 
eight ounces. Respirations were not delayed; color and 
circulation were normal. General physical examination of the 
baby revealed no abnormalities, except for the lower ex- 
tremities. Both knees were held in flexion with posterior 
dislocation of the lower legs, so that the distal end of the 
femur projected beyond the knee-joint on either side (Figure 
3). Moreover, there was bilateral clubfoot. A roentgenogram 
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Figure 1.—Breech presentation in attitude of opisthot- 
onos. Note extreme hyperextension of cervicodorsal spine. 
The size of the fetal head is magnified, due to the exposure 
having been taken with the patient in the supine position. 


of the infant (Figure 4) disclosed: (1) posterior dislocation 
of the tibiae; (2) absent epiphyses for the lower ends of the 
femora and upper ends of the tibiae; (3) fibulae absent; 
(4) only one tarsal bone, the calcaneus, present; the talus 
and cuboid (which should be present at birth) not demon- 
strated; (5) on the right foot only four metatarsals and 
phalanges demonstrated; and (6) six lumbar vertebrae. The 
infant has gained weight normally, and has developed na- 
turally in all respects except for failure of the lower ex- 
tremities to grow. There has been no evidence of impaired 
mentality. The infant has been under competent orthopedic 
supervision since birth. 

The puerperium was uncomplicated and without morbidity. 
Post-partum examination showed a satisfactory recovery: 
the episiotomy was healed; cervix was clean and posterior 
in position; the corpus had involuted naturally, and the 
adnexa were normal. 


DISCUSSION 


The case reported above would lend support to 
the theory championed by Tompkins*! and Vartan’ 
that fetal conditions which prevent free motion in 
utero predispose to persistent breech presentation. 
It is obvious that the severe orthopedic anomalies 
of the lower extremities present in the case under 
discussion readily precluded the freedom of motion 
in utero which usually brings about spontaneous 
version to a cephalic presentation. 

Deflexion attitudes in breech presentation are not 
uncommon. However, opisthotonos is an extreme 
degree of hyperextension even in breech presenta- 


OPISTHOTONOS FETALIS IN BREECH PRESENTATION 


Figure 2.—Roentgenogram taken four days after Figure 
1 shows the fetal attitude of opisthotonos to have changed 
to one of flexion. The cervicodorsal spine is now well flexed, 
and the arms, previously extended, are now folded across 
the chest. The magnification of the head is diminished 
owing to patient being prone. 


4 
Figure 3.—Photograph of newly born infant. Note that 
the knees are held in flexion with posterior dislocation of 
the lower legs, so that the distal end of the femur projects 


beyond the knee-joint. The degree of club-foot deformity 
is extreme. 


tion. Kobak* has recently reported an instance of 
opisthotonos fetalis occurring in association with a 
face presentation. Opisthotonos in an infant pre- 
senting transversely has been reported by Falls. It 
is a unique experience to record roentgenographic- 
ally a breech presentation in an attitude of opistho- 
tonos, and to have the extreme hyperextension 
spontaneously change to a habitus of full flexion 
several days later. The assumption of an attitude of 
flexion decisively changed the prognosis, and gave 
reasonable assurance of a successful pelvic delivery. 
Had the hyperextension persisted on subsequent 
radiograms, abdominal delivery may well have been 
the method of choice. 


The plan for delivery in breech presentation 
should not be a haphazard affair. On the basis of 
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Figure 4.—Roentgenogram of newly born infant. The bila- 
teral posterior dislocation of the tibiae is pronounced. 


careful clinical examination, supplemented whenever 
possible by precise roentgen pelvimetry, one must 
determine, preferably two or three weeks before 
term, the prospects for safe pelvic delivery. To obtain 
minimal distortion of the fetal head one of the ex- 
posures should be taken with the patient prone, thus 
minimizing the distance of the fetal head from the 
film. Lateral films often are very revealing. Potter’ 
and co-workers have recently advocated making the 
head and arms of the fetus the roentgen target. A 
persistent hyperextension attitude, including opis- 

_thotonos, might well suggest the advisability of de- 
livery by cesarean section. 


The multiple congenital anomalies of the lower 
extremities presented by the infant described in this 
report are unique. It is of particular interest that 
the paternal grandfather possibly had similar defects, 
which resulted in amputation of the lower extremities 
in childhood. Hussein* considers mesenchymal de- 
fects the etiologic factor in multiple anomalies. It is 
probable that the defects result from deficient 
growth potential in the precartilage mesenchyme. In 
speaking of congenital dislocations of the knee, 
Campbell’ states that the “tibia is practically always 
displaced anteriorly and often there is an associated 
genu recurvatum.” In the case reported herein, not 
only is the posterior displacement of the tibiae un- 
usual, but the absence of the epiphyseal ossification 
centers of the distal femora and proximal tibiae is 
noteworthy. These centers are usually present at 
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birth. According to Patten ° these ossification centers 
may appear between the sixth or seventh months of 
intrauterine life and the third or fourth postnatal 
months. In the instance reported there was no evi- 
dence of these centers even by the sixth postnatal 
month. Some years ago Murphy ° reported the asso- 
ciation of subluxation of the knee-joint and familial 
finger contracture; the knee-joint anomaly occurred 
in 11 members of the particular family over three 
generations. Either knee was affected, and the sub- 
luxation usually became manifest at puberty. The 
subject of congenital dislocation of the knee has re- 
cently been reviewed by Provenzano.® 


SUMMARY 

1. An instance of transient opisthotonos in breech 
presentation has been presented. 

2. The combination of several rare congenital an- 
omalies of the lower extremities, including posterior 
dislocation of the tibiae, seemingly prevented normal 
free movement in utero and thereby precluded the 
spontaneous cephalic version which usually occurs 
in the latter months of pregnancy. 

3. The advisability of careful x-ray study prior to 
term in breech presentation has been emphasized. 
The advantage of repeating the roentgen study in an 
instance of marked hyperextension (opisthotonos) 
has been shown. 

490 Post Street. 
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CASE REPORTS 


4 Hepatitis Without Jaundice 
4 Hemothorax in Relation to Benign Pelvic Tumors 


Hepatitis Without Jaundice 


SoLomon Strouse, M.D., and 
Cart D. Strouse, M.D., Beverly Hills 


LMOST all synonyms for the term “infectious hepatiiis” 
have the word “jaundice” attached. For many years 
Virchow’s name of catarrhal jaundice was accepted; even 
now such names as non-spirochaetal infectious jaundice, 
camp jaundice, ictere contagieux, and Kriegsicterus are used 
by different students of hepatitis. As a result of this pairing 
of terms, the clinical concept of hepatitis usually connotes 
the presence of jaundice, and in civilian practice a diagnosis 
of hepatitis in the absence of jaundice is rarely considered. 
However, the clinical syndrome of hepatitis without jaundice 
has been recognized in military quarters during all epidemics 
of infectious hepatitis. The purpose of this paper is to re- 
view the subject and to report two civilian cases recently 
observed which may belong to this classification. 

The literature on the subject is almost all of recent date. 
Blumer* in 1923, describing “infectious jaundice in the 
United States,” said definitely that “jaundice may be absent.” 
Cameron’ in 1943, in a discussion of infective hepatitis, 
makes the statement, “There is a clinical opinion in Palestine 
that the disease may occur without jaundice at all.” From 
West Africa Brookfield 5 in 1944 reported on 21 cases of 
hepatitis of varying etiology (amebiasis, malaria, syphilis) 
without jaundice. In the same issue of the same journal 
B’Tesh,® describing “Infective Hepatitis” in Palestine, notes 
that in “33 per cent a definite hepatitis existed with no 
obvious jaundice.” In 1945 Barker, Capps and Allen? de- 
scribed their experience with acute hepatitis in the Medi- 
terranean Theater. They observed 100 cases of acute hepa- 
titis without jaundice, and they believe that these cases 
represent “a mild non-icteric form of acute infectious hepa- 
titis,” and are “at least as common” as cases with jaundice. 

They recall that their study of hepatitis following yellow 
fever immunization at Fort Custer showed an incidence of 
hepatitis without jaundice approximately two and one-half 
times greater than the incidence of cases with jaundice. Of 
5,277 men who received the vaccine, 11 per cent were jaun- 
diced—and after the same incubation period an additional 
25 per cent developed symptoms, physical findings and 
laboratory tests identical in nature to those cases with 
jaundice but milder in degree. Finks and Blumberg !1 
studied the question on 255 patients among troops in a com- 
bat zone. They saw 17 cases of hepatitis without jaundice 
and say, “Undoubtedly the diagnosis was frequently missed 
during the early part of the study.” Eusterman,!° reporting 
on Acute Hepatitis in Civilian Practice, stated that “some 
observers are convinced that patients with infectious hepatitis 
without jaundice exceed in number those with jaundice.” 


In a second report on “chronic hepatitis in the Medi- 
terranean Theater,” Barker, Capps and Allen? discuss clini- 
cal and laboratory observations on 76 patients out of 431 
who previously had had acute hepatitis with or without 
jaundice. Of this number, 35 had not had jaundice during the 


From the Department of Medicine, Cedars of Lebanon 
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acute episode. Twenty-six of these remained without jaundice 
during the period of observation of the chronic stage and 
nine developed jaundice. It is of interest to note that the 
highest recovery rate occurred in the patients who remained 
without jaundice, indicating that they had a milder form of 
the disease. Numerous liver function tests were performed, 
all of which showed a greater number of abnormal reactions 
in the patients with icterus. 


Pollock 14 performed liver function tests during the pre- 
icteric stage of infectious hepatitis and found evidence of 
liver damage in most cases several days before the appear- 
ance of jaundice. Eusterman wrote: “Liver biopsies done on 
the first day of detectable jaundice reveal advanced hepatitis, 
indicating that hepatic damage probably begins with the 
prodromal symptoms.” Lawrence 12 reported an autopsy per- 
formed on a young man ill for 240 days with all symptoms 
of liver necrosis except jaundice, and he stated that results 
of the histological examination differed in no ways from 
those usually seen in jaundiced cases. 


From this brief review it is obvious that many cases of 
infectious hepatitis without jaundice are encountered dur- 
ing epidemics, and it is probable that isolated cases will be 
met in civilian practice by practitioners who are on the 
lookout for such cases. The diagnosis depends upon the 
presence of the same symptoms as occur with jaundice, 
namely, anorexia, nausea, vomiting, pain in upper abdomen 
and back, enlarged painful liver, occasional lymphadeno- 
pathy, occasional herpes facialis, occasional splenomegaly, 
fever, and usually leukopenia. Only jaundice is absent. The 
importance of the abdominal pain has been emphasized by 
Bank and Cheskin! who report that in 14 patients without 
jaundice the symptoms were so acute as to lead to a diag- 
nosis of a condition indicating surgical consultation, and in 
six operation was performed. 


Liver function tests of all kinds have been reported— 
one or more are positive in all cases.. Different authors em- 
ployed different liver function tests, but there certainly is 
no unanimity of opinion as to which tests give the most in- 
formation. For the purpose of this report it seems un- 
necessary to review the specific tests employed by various 
investigators. Mateer and his associates13 recently made 
a detailed report on this subject. From a clinical point 
of view we must bear in mind that any one liver func- 
tion test may show abnormalities in any given case of 
hepatitis without jaundice, but that not all tests need be 
positive in all cases. It seems to be true that the value of 
any given test will depend to a great extent on the particular 
laboratory employing this test. 


CASE REPORTS 


A 60-year-old white female was admitted to the Cedars of 
Lebanon Hospital Dec. 8, 1946. She complained of pain in 
the upper abdomen, vomiting, anorexia, malaise, fever for 
three weeks and gave an indefinite history of years of vague 
abdominal pain, diagnosed as “colitis.” Early in December 
an enlarged tender liver and rigidity threughout the upper 
abdomen were noted, as was a marked secondary anemia 
and leukocytosis of 12,000 to 18,000. 
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Roentgenograms of the chest and gastrointestinal tract 
had been negative. Blood cholesterol showed 130 mg. free, 
70 mg. (54 per cent) esters. , 

By December 7, after three weeks of illness, the temperature 
was of the “septic” type. There was no jaundice, or adeno- 
pathy, but marked herpes facialis was present. The chest 
was clear. The liver was easily felt 5-6 cm. below the costal 
edge, and there was marked tenderness and muscle rigidity 
over the whole right upper abdomen. A soft vague mass was 
felt in the upper abdomen to the teft of the midline, and a 
firmer mass—feeling like an enlarged gall bladder—at the 
edge of the liver to the right of the midline. 


On December 14, marked change in the liver was ap- 
parent. The masses were no longer palpable, but the whole 
surface of the liver felt nodulated, giving the impression of 
metastatic malignancy. 

On December 16 peritoneoscopy was performed and a 
biopsy specimen taken. The liver was enlarged and inferior 
border was rounded. In color it was a mottled reddish brown 
—redder than usual. Streaks of faint white were seen be- 
tween reddish areas. The entire anterior surface of both 
lobes contained a number of cystic structures, % to 1 cm. 
in diameter, transilluminating and therefore appearing to 
contain fluid. Fine blood vessels were seen at the base of 
some cysts. Some of the cysts were bluish, some white. No 
solid tumors were seen. The tip of the gall bladder was bluish 
and thin-walled, and the remainder was obscured by omental 
fat. The stomach and large bowel appeared normal. The 
liver gave the impression of being the seat of hepatitis 
and/or a process in which the cysts were a feature. 


Report by Pathologist: “There is a small piece of liver 
showing the capsule. A few liver lobules are complete. 
Portal areas are not remarkable except for slight thicken- 
ing of the walls of the small hepatic artery branch. The 
liver cells show many vacuoles of variable size. 


“Several small adjoining cysts separated by fibrous stroma 
and lined by a single layer of tall columnar epithelium. Cells 
are uniform in size and shape.” 

Diagnosis: Fat phanerosis of liver, considerable. Epi- 

‘ thelial cysts of liver, small. 

After the peritoneoscopy the liver gradually became 
smaller. The temperature receded. A new roentgenogram of 
the upper gastrointestinal tract showed it to be normal. The 
temperature had been dropping, and at approximately the 
end of the fourth week (December 16) was normal. The 
patient was discharged on Jan. 11, 1947. At last report 
(April 3, 1947) the liver was still enlarged, but there was 
no fever and the patient was clinically well. 

The essential laboratory findings may be summarized: 
During the patient’s illness the erythrocytes numbered be- 
tween 3.3 and 3.9 million, with hemoglobin 10-12 gm. per 
cent, and the leukocyte count ranged from 7,100 to 17,000. 
The polymorphonuclear cells ran from 65 to 85 per cent, 
the eosinophiles from 0.5 to 5 per cent. 

The icterus index was 4 units, the albumin-globulin ratio 
on two occasions was 2.2:3.0 gm. per cent and 2.9:2.8 gm. 
per cent. Prothrombin time was 16 seconds; blood cholesterol 
was 130 mg., 70 mg. (54 per cent) esters; blood culture was 
negative; results of urinalyses, except for a trace of albumin, 
were normal. 

On April 1, 1947, a bromsulfalein test showed no reten- 
tion after one hour. Protein was 8 gm. per cent, of which 
albumin was 4.8 gm. and globulin 3.2 gm. per cent. 


CASE TWO 


A 46-year-old white female entered Cedars of Lebanon 
Hospital, Dec. 24, 1946. 

“Chills and fever” had been present for one week, the 
temperature was as high as 105 in the evening and normal 
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or almost in the morning; pain occurred in the right upper 
quadrant with radiation to right scapula, and there were 
nausea, vomiting, fatigue and general malaise. The patient 
had first consulted a physician because she thought she had 
“gall bladder trouble.” At that time the leukocyte count 
was 5,000. No change in symptoms was noted up to the 
time of hospitalization. 


For about 20 years the patient had had symptoms sug- 
gestive of gall bladder disease such as epigastric discomfort, 
belching, distention, inability to eat fatty foods, pain. No 
cholecystograms were made. In August, 1946, she had had 
“herpes facialis.” 


At the time of admission blood pressure was 140 systolic 
and 90 diastolic; the pulse rate was 88 and the temperature 
104.2°F. There was a generalized maculo-papular rash over 
arms, legs, body. At this time the patient was being given 
penicillin and sodium phenobarbital. A sharp liver edge was 
palpable a hand’s breadth below the costal margin and 
there was exquisite tenderness over the whole right upper 
quadrant of the abdomen. No icterus was noted. 


All medication was discontinued and on the third hospital 
day the rash had almost disappeared. Two days later rales 
were heard at the base of the left lung posteriorly. Roent- 
genograms of the heart and lungs were negative. On De- 
cember 24, roentgenograms showed the liver enlarged 2 
inches below the crest of ilium and the stomach and colon 
displaced to the left. No abnormal shadows were seen in the 
gall bladder area. The temperature varied between 104 and 
99 until the 20th day of illness (January 5) when it became 
normal. Although the liver had gradually decreased in size, 
it was still large on January 10. When last seen, April 7, 
1947, the patient said she felt well. There was still tender- 
ness in the upper right quadrant of the abdomen, but the 
liver was not palpable. A cholecystogram taken in the in- 


terim showed no stones and a normally functioning gall 
bladder. 


Essential laboratory findings were: Erythrocyte counts 
ranging between 4,590,000 and 4,230,000, with hemoglobin 
11.5 to 13.9 gm. per cent, and leukocytes numbering from 
5,200 to 12,800, with polymorphonuclears varying from 72 to 
91.5 per cent. 


The icterus index on one occasion was 8, and on another 
5 units. The albumin-globulin ratio was 2.4:3.0. The Kline 
test was negative, prothrombin time 23 seconds; serum 
amylase 75 units; bromsulfalein retention 22 per cent in 
one hour. Results of urinalyses were negative, except for a 
trace of albumin. Stools were studied microscopically and 
no ova or parasites were found. Stool cultures were negative 
for the typhoid and dysentery organisms. Blood cultures, 
agglutinations for the typhoid and paratyphoid group and 
for Brucellosis, and heterophile antibody tests, all were 
negative. On April 7, 1947, bromsulfalein retention (5 gm. 
per kilo body weight) was zero in one hour. 


A review of these two case histories shows some striking 
similarities. Both patients were acutely ill with gastro- 
intestinal symptoms, enlarged, tender livers, high fever. One 
patient had previously had herpes facialis, one showed it on 
admission. Neither was jaundiced. Both had enough pain in 
the right upper quadrant of the abdomen to warrant surgical 
consultation to consider gall bladder disease. Both patients 
gradually got better without specific treatment, although 
with both the enlargement of the liver persisted for three 
months. Both showed hypochromic anemia; in one the leuko- 
cyte count varied from 5,200 to 12,800, and in the other 
from 7,100 to 17,000. Both showed inversion of the albumin- 
globulin ratio. Peritoneoscopy revealed definite liver disease 
in one patient, and in the other additional laboratory evi- 
dence of liver damage was shown in the bromsulfalein re- 
tention. 





May, 1948 


DISCUSSION 


The disease of these two patients probably is representa- 
tive of the sporadic infectious hepatitis without jaundice 
that has been reported by observers of epidemic hepatitis. 
However, the case reports of these two patients differ in one 
respect from the cases reported during war epidemics. Prac- 
tically all observers have noted that the symptoms presented 
by patients having acute hepatitis without jaundice are less 
severe than in patients with jaundice, although they are 
qualitatively identical. Both our patients, however, were 
more severely ill than the average jaundiced patient with 
acute hepatitis seen in civilian practice. 

The clinical picture of hepatitis without jaundice is not 
confined to cases of infectious hepatitis of the epidemic type 
seen during the war. Very recently Cohn and Lidman 8§ per- 
formed many liver function tests on 15 patients with proved 
cases of infectious mononucleosis. All showed some definite 
liver involvement with one or more tests. In this series treat- 
ment for hepatitis improved the general condition and short- 
ened hospitalization. As the patients improved, liver function 
tests likewise improved. As controls, Cohn and Lidman per- 
formed heterophile agglutination tests on patients with 
hepatitis, and hepatic function tests on patients with upper 
respiratory infections. In both instances the tests were 
negative. 


If hepatitis without jaundice does occur frequently, care- 
ful clinical observation and liver function studies should 
reveal early stages of liver damage, during such conditions 
as arsenotherapy or following serum injections, before ir- 
reversible damage has been done. Prompt therapeutic pro- 
cedures with modern methods in these conditions and in 
many others might prevent further damage to the liver and 
thereby result in better prognoses. 


SUMMARY 


1. Hepatitis without jaundice is a common occurrence dur- 
ing epidemics of infectious hepatitis, especially as encoun- 
tered in the armed forces. 


2. We report two cases from civilian practice. 


3. The syndrome probably is not a clinical entity, but 
an expression of hepatic damage which may be produced by 
various agents. 

405 North Bedford Drive. 
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Hemothorax in Relation to Benign Pelvic 
Tumors 


AxBert E. Lone, M.D., San Francisco 


HE presence of ascites and pleural effusion concomi- 

tantly with ovarian tumors was first reported in 1879 
by Cullingworth.* Although other cases were reported in the 
following years, the syndrome was not widely known until 
1937, when Meigs and Cass 16 called attention to pleural 
effusion associated with fibromas of the ovary. The term 
“Meigs’ Syndrome” is now used in this country to mean 
ovarian fibroma with ascites and hydrothorax. 


Variations of this syndrome have been reported from time 
to time. Pleural effusion ahd ascites have been found in 
association with the “tumors of granulosa and theca type,” 26 
thecoma,2! Brenner tumor,!2 miltilocular cystadenomata,1+. 19 
and fibromyomata uteri.11 The size of these tumors has varied 
from that of a small orange to that of a five-month pregnancy. 


The presence of hemothorax, accompanying ovarian tumors 
and ascites, was first reported by Salmon 23 in 1934, in con- 
nection with fibromyomata uteri with an “intraligamentous 
extension and follicular cysts of the ovaries.” Both pleural 
and peritoneal effusions were sanguineous, but no malignancy 
was found at operation. The patient was considered cured. 
The next case was reported in 1940 by Vogt,28 whose patient 
had both hemoperitoneum and hemothorax in association 
with a granulosa cell tumor at the age of 44, occurring ten 
years after a hysterectomy for fibromyomata uteri. This pa- 
tient presented large quantities of sero-sanguineous fluid in 
the peritoneal and left pleural cavities. Removal of the tumor 
was followed by spontaneous disappearance of chest and 
abdominal fluid; the patient was still well six years later,*9 
with no evidence of recurrence as determined by physical 
and roentgenological examination. A third case was reported 
by Rubin, and his co-workers,22 in 1944. These writers, in 
summarizing 78 cases of ovarian fibromas and theca-cell 
tumors, found only two instances of pleural effusion and 
ascites, although ascites alone was a more common finding. 
One of their cases was associated with a theca-cell tumor 
accompanied by clear pleural fluid. In the other the patient 
was found to have bilateral hemorrhagic pleural fluid, much 
more pronounced on the right than the left side. The ascitic 
fluid was described as amber-colored. No explanation is given 
for the absence of blood in the abdominal fluid. The type of 
ovarian tumor present in this case is not known, since the 
patient was seen before 1936, when no differentiation was 
made between fibroma and theca-cell tumor of the ovary. 
The tumor was removed surgically, but no follow-up is given. 


The purpose of this communication is to call attention to 
the above cases, and to record an additional case of hemo- 
therax in association with an ovarian tumor and ascites. 


From the Department of Obstetrics and Gynecology, 
Stanford University School of Medicine. 
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CASE REPORT 


A 53-year old Italian woman was admitted to the Gyneco- 
logic Clinic Service of Stanford University Hospital on 
March 14, 1945, complaining of excessive growth of facial 
and body hair for 1 year; vaginal spotting for 2 months; 
swelling of the abdomen for 3 weeks; shortness of breath 
for 2 weeks and a dry cough for 1 week. Vaginal bleeding 
was minimal, and had practically stopped on entrance; ab- 
dominal and pulmonary symptoms becoming progressively 
more marked. The patient had not experienced weight loss, 
nausea and vomiting, hemoptysis, or pain. No deepening of 
the voice had been noted, and there was no change in 
libido. The patient was gravida VIII, para IV, spontaneous 
abortion IV. The last pregnancy was in 1928, and the last 
menstruation in 1941, four years prior to admission. Men- 
arche occurred at the age of 14, with 4 to 5 day painless 
periods at 30-day intervals. Pelvic inflammatory disease and 
venereal infections were denied. There had been no severe 
illnesses or accidents. The left leg had been amputated below 
the knee in 1920 because of “milk-leg” following a preg- 
nancy. The review of systems elicited nothing of importance. 


Blood pressure was 110 systolic and 76 diastolic. Tempera- 
ture was 99.6°F., the pulse rate was 70 and respiration rate 
24. The face, back, shoulders, and chest were markedly 
hirsute, and the pubic hair followed a masculine outline. 
No striae or excessive pigmentation were noted. The right 
pleural cavity was filled with fluid; the heart was pushed 
to the left, and a soft systolic murmur was heard over the 
entire precordium. The abdomen was obese, making ex- 
amination difficult, but a shifting dullness and a fluid wave 
were noted. No masses were palpated, no tenderness elicited, 
and there were no distended veins. The neurological findings 
were normal. 


Pelvic examination revealed a moderate generalized re- 
laxation of supporting structures. The clitoris was of normal 
size. A mass about 12 to 15 cm. in diameter was vaguely 
made out anteriorly, in the midline. It was not tender, was 
fairly mobile, and seemed to be firm. Leukocytes numbered 

- 6,080, with 55 per cent segmented and 4 per cent band-form 
neutrophiles, 39 per cent lymphocytes, and 2 per cent mono- 
cytes. Erythrocytes numbered 5,500,000 with hemoglobin 88 
per cent (Sahli). The color index was 0.80, bleeding time 
2 minutes, coagulation time 4 minutes, and the sedimenta- 
tion rate was at the upper limit of normal. The blood was 
type A, Rh negative; blood urea measured 36 mg. per cent, 
and serum proteins 7.9. An Addis count of a timed urine 
specimen was normal. 


A thoracentesis was performed, yielding two liters of 
sanguineous fluid; several observers agreed that the blood 
was not due to a ruptured blood vessel caused by the needle 
puncture. A gastrointestinal series revealed no pathological 
process in the gastrointestinal tract. 


On the second hospital day, thoracentesis yielded 1,700 
cc. of sanguineous fluid, more bloody than the previous 
specimen. Roentgenograms showed complete collapse of the 
right lung, with a fluid level at the eighth rib; sella turcica 
normal; bone survey normal. Intravenous urography showed 
no urinary tract disease and no evidence of adrenal enlarge- 
ment. The 17-Ketosteroid level was 21.3 mg. in 24 hours. 
(In our laboratory 18 mg. is considered upper limit of 
normal for females.) A Wassermann test of the blood was 
negative. 

A roentgenogram on the sixth day showed an increase of 
fluid in the chest, but still no evidence of thoracic malig- 
nancy. Sanguineous fluid was drained by thoracentesis at in- 
tervals during the following six days, on the 12th day 100 
mg. of radium was placed on the uterus for 15 hours (1,500 
mg. hours). At this time a histologic picture of the en- 
dometrium, prepared by the “frozen section” method, showed 
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Figure 1.—Hyperplasia of the endometrium, with dilated 
glands forming the typical Swiss-cheese pattern. 


hyperplasia (Figure 1). A roentgenogram taken the follow- 
ing day, after 1,350 cc. of sanguineous fluid had been drained 
showed fluid level still at the eighth rib and a complete rib 
atelectasis. 

On the 16th day, when 1,500 cc. of sanguineous fluid was 
withdrawn from the chest, analysis showed it to have a Sahli 
hemoglobin value of 2 to 3 per cent, specific gravity of 1.024, 
and protein content of 4 gm. per cent. No malignancy or 
acid-fast bacilli were demonstrated in smears and “buttons” 
from pleural fluid which had been taken previously for study. 
There was no reaction to a tuberculin injection. Three days 
later, the 19th day of hospitalization, examination of the 
blood showed an extremely rapid sedimentation rate. Leuko- 
cytes numbered 9,280, with 76 per cent segmented and 8 
per cent banded form neutrophiles, 10 per cent lymphocytes, 
and 6 per cent monocytes. Hemoglobin was 52 per cent 
(Sahli) and although a transfusion of 500 cc. of whole 
blood was given, the patient’s condition continued rapidly 
downhill. 

Laparotomy was considered contraindicated and a course 
of deep radiation therapy to the pelvis was started. A little 
more than a week later, the patient’s condition was def- 
initely better. Although thoracentesis had not been done 
since the beginning of radiation therapy, there was no in- 
crease in the amount of fluid in the chest. Slight hemoptysis 
noted at this time did not last. 

Upon completion of a 20-day course of radiation therapy, 
the patient was remarkably improved with a weight loss of 
30 pounds, much of it from the abdomen. No further thora- 
centesis was necessary. The pelvic mass now was made out 
to be oval in shape, of firm consistency, and reaching half 
way to the umbilicus, with the apex 3 cm. to the right of 
the midline. It was still indistinguishable from the fundus 
of the uterus. 

The patient was sent home to recuperate, with surgical 
operation planned later. Roentgenographic examination a 
month after discharge from hospital showed the lung fields 
clear and no evidence of neoplasm or fluid. Hirsutism was 
disappearing from all parts of the body, the pelvic mass was 
slightly smaller and the patient said she felt well. 


After about six weeks for recuperation, the patient was 
readmitted to hospital. The pelvic mass then was about 
twice the size of a normal uterus. Results of laboratory 
studies were not remarkable except for a sedimentation rate 
of twice the upper limit of normal value. 


Upon laparotomy, a left ovarian tumor 7x5x6 cm. was 
found, fastened by light adhesions to the fundus of the 
uterus, the cecum and the appendix, and a bilateral salpingo- 
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Figure 2.—Low-power view of section giving the appear- 
ance of granulosa-cell tumor, with cell-clusters and anas- 
tomosing columns. 


Figure 4.—Low-power view of section giving the appear- 
ance of arrhenoblastoma. 


CASE REPORTS 


Figure 5.—High-power view of area from Figure 4. 


oophorectomy was performed. No other abnormal process was 
found in the peritoneal cavity. The postoperative course was 
uneventful. 


There has been close follow-up of this patient since the 
operation. The abnormal hair growth has entirely disap- 
peared except for a few scattered hairs over the upper back. 
A mild menopausal syndrome has been well controlled by 
psychotherapy. Two 17-Ketosteroid determinations were done 
eight months after discharge from the hospital. One showed 
19.4 mg. and the other 10.2 mg. in 24 hours. Another, 21 
months after the first, was 16.1 mg. 


The tumor was 7x5x6 cm. in size, cystic, and containing 
dark brown, brittle material with some scattered areas of 
light gray, firm tissue; the other ovary was atrophic. Histo- 
logically, the pattern was quite confusing, because of the 
irradiation to which it had been subjected. Almost the entire 
tumor was replaced by necrotic tissue debris. Even in areas 
in which fairly normal cell groups were found, pyknosis 
and karyorrhexis were present. Most areas gave the appear- 
ance of a granulosa cell tumor of cylindromatous type 
(Figures 2, 3), with anastomosing columns and cell clusters. 
In a few areas, however, the cells in the columns had the 
sex-cord appearance seen in arrhenoblastomas (Figures 4, 
5), with the various types of concave lens-shaped nuclei. 
The clinical syndrome caused further confusion as to the 
diagnosis. Sections were sent to Dr. Emil Novak and his 
opinion requested. He believed it to be a granulosa-cell 
tumor.29 Emge,® however, believes that arrhenoblastoma 
cannot be excluded. Repeated inspections of the slides make 
it seem that elements of both types of tumor are present. 


COMMENT 


There are four important aspects to this problem which 
should be commented upon. 


1. Origin of the ascites and pleural fluid. The problem of 
the original of these effusions has not yet been settled. The 
“alarm reaction” of Selye is often mentioned, but usually 
discarded. The consensus today is that the pleural fluid 
comes from the peritoneal cavity, and that the ascites arises 
from the tumor itself. This is explained as due to obstructed 
efferent venous and lymphatic vessels, caused either Ly a 
twisting of the pedicle or pressure of the tumor mass itself 
upon the vessels. The rarity of ascites accompanying fibro- 
myomata uteri can also be explained by this theory, when 
the coverings of the two types of tumor are considered. 
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The uterine tumors are usually encased in a dense fibro- 
muscular capsule, then covered by a well-formed, intact 
serosa, while the ovarian tumors are covered only by the 
germinal epithelium, which in the normal state is columnar 
or cuboidal in structure, and therefore possibly transmit 
fluid more easily. There are, of course, cases of uterine 
tumors with concomitant ascites. Some of these may be 
explained by intraligamentous extension, necrosis, or sub- 
serous position of the tumor with a thinned-out capsule, but 
some still defy explanation. 


That the fluid which forms ascites can come from the 
tumors has been indicated by Geibel,18 who placed a 3,200 
gm. ovarian tumor in a dry vessel; 24 hours later the tumor 
weighed 2,050 gm., and the vessel contained the difference 
—a clear, yellowish fluid. This does not help in the de- 
termination of the cause of extravasation of fluid, but it 
does show that the fluid can easily be transmitted through 
the capsule. Calmenson, Dockerty, and Bianco,? in a recent 
report of all cases of Meigs’ Syndrome from the Mayo Clinic, 
noted that in 51 cases of ascites 49, or 96 per cent, showed 
intercellular edema in the tumor or its pedicle, while in only 
10 per cent of the cases without ascites was extravasation 
found. These writers also pointed out the large size of tumors 
associated with ascites; there was a 16 cm. average diameter 
in their series, and no small tumors were ever associated 
with effusion. This factor, however, is not necessarily related 
to exudation of fluid from the tumor itself; it could just as 
well be a part of the genesis of the alarm reaction. 


That pleural fluid, in the absence of metastatic growth 
in the chest, comes from the peritoneal cavity, is accepted 
today as a fact. It is believed that the ascitic fluid crosses 
the diaphragm through lymphatic channels, more commonly 
into the right pleural cavity because of the better-developed 


passages on that side. In two of the four reported cases of 
hemothorax, the peritoneal fluid was also bloody—Vogt’s 
granulosa cell tumor, and Salmon’s fibromyomata uteri. The 
fibroma or thecoma with hemothorax reported by Rubin and 
his co-workers was accompanied by amber-colored ascitic 
fluid, a finding the authors could not explain. In the case 
‘ reported in this paper, no paracentesis was performed since 
there was never a bothersome distention of the abdomen. 
At the time laparotomy was performed, all effusion had 
ceased due to the irradiation. It can be surmised that hemo- 
peritoneum was present, due to either temporary twisting of 
the pedicle or to necrosis, because of the presence of ad- 
hesions of the tumor to adjacent structures. In Rubin’s 
patient, it is possible that a hemoperitoneum had been 
present, due to a similar cause, but that the blood had been 
absorbed more rapidly from the peritoneum than from the 
pleura. 


2. Malignancy. Of the four known cases of hemothorax 
in association with pelvic tumors, none so far has been re- 
ported to be malignant. The uterine fibroma was benign; 
the tumor reported by Rubin was also benign. The two 
granulosa-cell tumors were benign in that after two years, 
in this case, and six years in that of Vogt, no evidence of 
recurrence was seen, but these tumors are noted for their 
ability to recur many years later—up to 21 years. The 
presence of hemothorax, when not due to trauma, and espe- 
cially in the presence of a known tumor elsewhere in the 
body, has for so many years brought to our minds the 
presence of pleural metastatic malignancy that it is difficult 
to give up this opinion. It is this prevalent idea that caused 
the extensive search for a malignant tumor in the present 
case. 


Meigs states that no instance of hemothorax in association 
with a benign ovarian tumor has been called to his atten- 
tion.17 It is safe to state that occurrence of the syndrome 
is rare and that hemothorax is not invariably a corollary of 
malignancy. 


CALIFORNIA MEDICINE 


Vol. 68, No. 5 


3. Hormonal influence. The endocrine secretion of arrheno- 
blastomas, theca-cell, and granulosa-cell tumors is well 
known. The case presented in this paper, however, is some- 
what confusing; the patient complained of both hirsutism 
and vaginal spotting, and the diagnostic procedures disclosed 
not only. a slight elevation in the 17-Ketosteroid determina- 
tion but also a hyperplasia of the endometrium. This con- 
fusion was made more understandable by the histological 
picture of the tumor, in which the differentiation between 
arrhenoblastoma and granulosa-cell tumor was extremely 
difficult. This is not a new situation. Traut and Butter- 
worth 27 point to a case reported by Casacesco? and an 
unreported case seen by Studdiford, in which masculine hair 
distribution, deepening of the voice, amenorrhea, hyper- 
trophy of the clitoris, and other evidences of masculiniza- 
tion were seen. These symptoms, clinically suggestive of 
arrhenoblastoma, turned out to be caused by a luteoma in 
one case and a granulosa-cell tumor in the other. There is 
a growing list of such cases, many of which are found to 
be caused by tumors such as the one presented here, or 
by tumors which are unmistakably mixtures of arrheno- 
blastoma and granulosa-cell tumor, and often listed as 
gynandroblastomas.!.7,15,26 It has also been repeatedly 
urged, because of the presence of cartilage and entodermal 
epithelium in the tumor or a dermoid tumor of the other 
ovary, that these neoplasms should be classed as tera- 
tomata.8,10,13 As additional cases of this type accumulate, 
the term “mesenchymoma” seems to be a more apt designa- 
tion. Schiller 25 points out that both arrhenoblastomas and 
granulosa-cell tumors develop from an indifferent mesen- 
chyme, duplicating the earliest embryonic phase of the 
gonad. This is Robert Meyer’s definition of the gynandro- 
blastoma, a designation rarely used, although the entity now 
seems more common than even Meyer had considered. Per- 
haps all of these tumors are “gynandroblastomas” or “mesen- 
chymomas,” although having, in most cases, one type of cell 
so predominant that other forms are overgrown or missed 
in the selection of material for histological examination. 


4. Radio-sensitivity. The tumor described here proved to 
be markedly radio-sensitive. On this basis another similar 
patient in our service has subsequently been treated by pre- 
operative irradiation, with gratifying results. Similar reports 
have been published from several sources.9.24 However, 
there are also reports of failure 24 and of primary shrinking 
of the tumor followed by radio-resistant growth.® That granu- 
losa cells are extremely sensitive to x-ray has been noted 
many times; Traut and Butterworth 27 irradiated the ovaries 
of mice, finding the granulosa cells at first depressed, and 
later stimulated to over-growth—even to the point of the 
formation of granulosa-cell tumors. These writers called at- 
tention, at that time (1937), to the frequency of the occur- 
rence of granulosa-cell tumor in women who had _ had 
previous irradiation. Such a situation is exemplified in a 
report by Dockerty and MacCarty® of a patient with a 
granulosa-cell tumor removed three years after she had been 
given a “sterilizing dose” of radium, because of post-meno- 
pausal bleeding. Such occurrences are sufficiently frequent 
that Traut and Butterworth more than ten years ago warned 
against the indiscriminate use of irradiation as a sterilizing 
measure. Nevertheless, the beneficial effects in certain cases, 
as the one presented here, cannot be overlooked. To this 
patient it was life-saving. 


Postoperative irradiation is useful when the tumor is too 
large to be removed,® as is also the case when the patient’s 
condition is too poor for laparotomy. The use of x-ray 
following complete removal of these tumors has not yet 
been reported; a large series of such cases would have to 
be followed for 20 years before any conclusions could be 
reached concerning the incidence of latent recurrence. 
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SUMMARY AND CONCLUSIONS 


A case has been presented of an ovarian tumor, with both 
masculinizing and feminizing features present in the clinical 
syndrome. The histological picture, indistinct because of 
irradiation changes, is compatible with both arrhenoblastoma 
and granulosa-cell tumor; it should probably be classified 
as a mesenchymoma. Ascites and bloody pleural fluid were 
also present with no metastases; the effusions disappeared 
after removal of the tumor. Three previously-reported cases 
of hemothorax occurring in conjunction with benign pelvic 
tumors were reviewed. A short discussion was given of the 
theories of the origin of the effusions, the radio-sensitivity 
of granulosa-cell tumors, and the genesis and hormonal in- 
fluence of these and allied tumors. 

It seems apparent that: 

1. The presence of hemothorax in association with pelvic 
tumors is not necessarily indicative of malignancy. 

2. Surgical operation is indicated unless advanced malig- 
nancy is proved. 

3. Pre-operative irradiation of pelvic tumors may be ex- 
tremely useful when immediate operation is not judicious. 

4. Mesenchymomas may cause masculinizing or feminiz- 
ing changes, or both; the predominant type of cell seen in 
the tumor may not correspond to the clinical syndrome. 
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California Cancer Commission Studies* 
Chapter XVII 


Carcinoma of the Esophagus 


H. Bropie STEPHENS, M.D., San Francisco 


(“acres of the esophagus is a common dis- 
ease. It ranks fourth in frequency among malig- 
nant tumors occurring in males beyond the age of 
20 years, being surpassed in frequency only by 
carcinoma of the stomach, lung, and rectum. This 
disease represents about 7 per cent of all carcinomas 
affecting the alimentary tract. Cancer of the esopha- 
gus causes 3 to 4 per cent of all deaths from cancer, 
and in this country at least 2,000 people die annually 
of this disease. Esophageal carcinoma occurs much 
more frequently in the male than in the female. Be- 
tween 80 and 85 per cent of all cases are in men. 
Carcinoma of the esophagus is rarely observed 
before the age of 40, the peak incidence occurring 
in the 20-year span between 50 and 70. In men, 
approximately 10 per cent of esophageal cancers 
arise in the upper third of the esophagus, 40 per cent 
in the middle third, and 50 per cent in the lower 
third. In women, the incidence is 30 per cent in the 
upper third, 35 per cent in the middle third, and 
35 per cent in the lower third. Gastric carcinoma 
arising in the cardia closely resembles cancer in the 
lower third of the esophagus. Eighty per cent of the 
‘lesions arising in the cardio-esophageal area are 
primarily adenocarcinomas of the stomach second- 
arily invading the esophagus; the remainder are 
epidermoid cancers primary in the esophagus. Ten 
per cent of all gastric carcinomas arise in the cardia. 


Ninety per cent of the cancers of the esophagus 
are epidermoid (squamous cell) in type (Figure 1). 
Adenocarcinoma too (Figure 2) may arise in the 
esophagus and above the level of the cardia. These 
adenocarcinomas make up approximately 10 per cent 
of the total. They have their origin either in a tongue 
of gastric mucosa which extends upward from the 
region of the cardia into the lower esophagus, or 
from an island of aberrant gastric mucosa. These 
islands may occur at any level in the esophagus. 


A point of extreme importance in this disease is 
that in at least 25 per cent of patients with carcinoma 
of the esophagus studied at necropsy there is no 
metastasis at the time of death. Death in these cases 
is caused either by direct extension of the tumor into 
a vital structure (the thoracic aorta and left main 
bronchus are frequently perforated by direct exten- 
sion of the tumor) or by other non-related serious 
organic diseases. 

Metastases are chiefly distributed by the lymph- 
atics, and more rarely by the blood stream (Figure 


* Organized by the Editorial Committee of the California 
Cancer Commission. 


Figure 1.—Microscopic section of a squamous cell car- 
cinoma of the lower end of the esophagus. This section 
shows the squamous cell tumor (A) ulcerating the ad- 
jacent gastric mucosa (B). X50. 


3). When the lesion involves the upper two-thirds 
of the esophagus the secondary glandular deposits 
are found in the mediastinal, parabronchial and deep 
cervical nodes. The lesions in the lower third spread 
into the nodes along the lesser curvature of the 
stomach. Distant metastases involve the lung and 
pleura in 30 per cent of cases, the liver in 16 per 
cent, and the other organs to a lesser extent. Many 
patients exhibit lymph node metastases when first 
observed and in these cases mediastinal compression 
of the trachea and bronchi may occur. This compres- 
sion may result in perforation of the trachea with 
paroxysms of coughing on swallowing liquids. Later, 
bronchopneumonia and pulmonary gangrene may 
supervene. Similar pulmonary complications follow 
aspiration of regurgitated material by patients with 
stenosis at the site of the primary lesion. Unilateral 
vocal cord paralysis from involvement of the re- 
current nerve either by direct extension of the tumor 
of from secondary glandular deposits signifies in- 
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operability in a high percentage of patients. This 
also is true in those patients presenting a Horner’s 
syndrome from involvement of the cervical sympa- 
thetic nerves. 

SYMPTOMS 


There is only one important symptom in carcinoma 
of the esophagus, and that symptom is dysphagia. 
Any patient 40 years of age or over who complains 
of difficulty in swallowing should be considered as 
suffering from a carcinoma of the esophagus until 


A 


Figure 2.—Microscopic section of an adenocarcinoma 
arising in the cardiac end of the stomach. This section 
shows the tumor (B) infiltrating beneath the mucosa (A) 
of the lower end of the esophagus. X50. 


PERI -QESOPHAGEAL NODES 


LEFT GASTRIC NODES 


LEFT GaSTRIC ARTERY 


Figure 3.—The most frequent sites of lymph node in- 
vasion in cases of carcinoma of the esophagus. (Repro- 
duced from an article by Richard H. Sweet, M.D.). 


DYSPHAGIA MAY MEAN CANCER 
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this is proven untrue. In the beginning, the dysphagia 
may be caused only by coarse or poorly masticated 
foods. Often this symptom is presented as an un- 
comfortable sensation of “something sticking under 
the breast bone.” Substernal pain follows dysphagia 
as an important early symptom. This symptom may 
be expressed as “heartburn’ or vague distress in the 
upper abdomen. Regurgitation, hematemesis, hoarse- 
ness, cough, thoracic back pain, weight loss, anemia, 
and dehydration are all late symptoms and signs. 
The one and only significant point in the early diag- 
nosis of carcinoma of the esophagus is that the very 
first doctor who sees a patient with some change in 
the swallowing act must consider that patient to have 
a cancer of the esophagus until this can be disproved. 


DIAGNOSIS 


Thorough roentgen ray investigation with the use 
of thin and thick mixtures of barium will usually 
disclose even very small filling defects in the esopha- 
geal mucosa. Cardiospasm, strictures, or scars from 
corrosive fluids, impacted foreign bodies, diverticula 
and benign ulcers of the lower esophagus can all be 
considered after carcinoma has been ruled out. The 
esophagoscope will prove or disprove the diagnosis 
of carcinoma in the vast majority of cases. This 
instrument can usually be introduced after the 
pharynx is locally anesthetized. General anesthesia 
is occasionally required for the highly nervous pa- 
tient. A satisfactory biopsy specimen usually can be 
obtained through the esophagoscope. The only area 
where difficulty is encountered is the cardio-esopha- 
geal junction (Figures 4 and 5). Occasionally carci- 
nomas in this region produce so much stenosis that 
the esophagoscope cannot be introduced deep enough 
to permit visualization of the abnormal tissue, and 
in such a case there is not sufficient lumen to permit 


Figure 4.—This is the roentgen film of a proven case of 
benign cardiospasm. Note the similarity of the contour of 
the obstruction (A) to (B) in Figure 5. 
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Figure 5.—This is the roentgen film of a primary car- 
cinoma of the cardiac end of the stomach with invasion 
into the lower end of the stomach. Compare (B) with (A) 
in Figure 4. (Figure 2 is a microscopic section of this 
tumor.) 


the biopsy forceps to penetrate into the actual malig- 
nant growth. In such circumstances the diagnosis 
must always be carcinoma until it can be disproved 
by transthoracic exploration. 

In any case in which there is a history of dys- 
phagia, esophagoscopic examination should be car- 
ried out to prove or disprove the presence of carci- 
noma, even though roentgenogram findings have 
been negative. The esophagus is one area of the gut 
that can be examined throughout its length by the 
human eye. There is no examination that can replace 
actual visualization of the lesion. Procrastination in 
the use of the esophagoscope to diagnose carcinoma 
of the esophagus is a serious error: Esophagoscopy, 
when indicated, should be as routine as examining 
the throat with a tongue depressor! 


TREATMENT 


The only curative treatment known today for can- 
cer of the esophagus is radical excision of that seg- 
ment of the esophagus containing the carcinoma. 
Such treatment is feasible only in early lesions. The 
successful management of cancer of the esophagus 
rests for the most part with the physician who first 
sees the patient. If that physician assumes that a 
patient with cancer of the esophagus cannot be 
saved and that deep roentgen ray therapy is the only 
treatment of any value, then there will be no improve- 
ment in the surgical results because the lesion will 
always be too far advanced when the surgeon finally 
exposes the tumor at the operating table. It is the 
belief of many observers that 25 per cent of cases of 
carcinoma of the esophagus could be operable if 
the physician who first saw that patient was aware 
of the pitfall of procrastination and made a thorough 
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study of any patient with even a slight abnormality 
in swallowing. If the physician insists that such 
patients be examined both roentgenographically and 
endoscopically, there will be more diagnoses of 
carcinoma of the esophagus in an operable stage. The 
diagnosis established, the patient should be put under 
the care of a surgeon who has had training in this 
field. 

The surgical management of cancer of the esopha- 
gus has progressed rapidly in the past ten years. The 
three most important factors directly affecting this 
progress are anesthesia, blood transfusions and the 
routine use of penicillin and the sulfa group of 
drugs. Intratracheal anesthesia (Figure 6) provides 
a stabilization of the. mediastinal contents and a 
proper expansion of the lungs that permits the thorax 
to be widely exposed for operations that require 
many hours. Recently, curare has been introduced 
to provide muscular relaxation and the advent of 
this technique appears to be a distinct advance. 

The more general use of blood transfusions, par- 
ticularly during the operative procedure, has resulted 
in well maintained blood pressure, pulse and respira- 
tion during the six to eight hours the operation takes. 


Penicillin and one of the sulfa compounds admin- 
istered to the patient before and during the operation 
and throughout the postoperative period has greatly 
reduced the incidence of infection. Serious infections 
were a principal cause of mortality and morbidity 
in esophageal resections before the introduction of 
these agents. 

At present most surgeons interested in this field 
have come to adopt the principle of restoration of 
the continuity of the gastrointestinal tract whenever 
this is at all feasible. It has been the experiences of 
many that the stomach functions very well even 
when placed in the thorax above the level of the 
aortic arch (Figure 7). When the tumor occupies 
the lower end of the esophagus and most of the 
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Figure 6.—This is the anesthetic record of a _ 6-hour 
operation. (Resection of the distal one-third of the eso- 
phagus and the proximal half of the stomach with reanas- 
tomosis of the esophagus to stomach.) The notched lines 
are blood pressure readings and the dotted line, the pulse 
rate. Note the slight change in blood pressure and pulse 
throughout this long procedure. 
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Figure 7.—Roentgen film of the thoracic stomach follow- 
ing resection of the distal half of the esophagus and re- 
anastomosis of esophagus to stomach anterior to the aortic 
arch. The arrow points to the new cardio-esophageal 
junction. It is now over nine months since operation and 
this patient is very comfortable. 


stomach, end-to-side union of the esophagus to the 
jejunum, as described by Sweet, provides a satis- 
factory result. Fortunately, carcinoma arises infre- 
quently in the upper end of the esophagus, but here 
resection and reestablishment of continuity of the 
‘swallowing tube can be accomplished after the 


method of Wookey. 


As to the management of the inoperable case of 
carcinoma of the esophagus, it is the author’s belief 
that gastrostomy is not indicated and that the esopha- 
gus can be kept open by means of dilatation of the 
tumor-bearing area under the direct vision of the 
esophagoscope. This permits the patient to swallow 
soft foods and liquids in his dying days. The author 


“MY FOOD STICKS”—CANCER OF ESOPHAGUS? 


Cancer of Esophagus 


Cases Hospital Deaths 


Resection with Reanastomosis..... 7 
Exploratory without Operation... 8 


Total 


Cancer of the Stomach 
Cases Hospital Deaths 
Resection with Reanastomosis..... 5 1 


Exploratory without Operation... 6 


0 
1 


1 hospital death in 26 operated cases. 


TaBLeE 1.—This is a summary of the consecutive operative 
cases at the University of California Hospital for a period 
of approximately 144 years, terminating in June, 1946. The 
stomach carcinomas were all in the cardiac end and were 
approached via the transthoracic route. One death in 12 re- 
sections gives an 8.3 per cent mortality rate of resection. 
Exploratory thoracotomy without resection resulted in no 
deaths. The mortality rate of resection in a comparable 
group of 16 cases reported by Stephens in 1941 was ap- 
proximately 70 per cent. 


believes that x-ray therapy has no place in the man- 
agement of cancer of the esophagus, and it hardly 
seems fair to either the patient or the roentgenologist 
to expect results after the fact of inoperability has 
been established.* 


SUMMARY 


Carcinoma of the esophagus is a disease of rela- 
tively high incidence. The male particularly is likely 
to be stricken with this disease between the ages of 
50 and 70. The diagnosis can be made easily and 
reasonably early if the doctor to whom the patient 
first describes symptoms visualizes the esophagus by 
roentgenographic examination and the esophago- 
scope in every patient complaining of dysphagia no 
matter how slight the severity of this symptom. Exci- 
sion of the cancer and restoration of gastrointestinal 
continuity is usually possible in the operable cases, 
with excellent chance of the patient’s surviving the 
operation of esophagectomy (Table 1). 


* Not by Editorial Committee: Some radiologists are of 
the opinion that x-ray therapy may produce good palia- 
tion, especially for the upper end of the esophagus. 

* * * 


“Oral Cancer,” By George S. Sharp, Chapter XII in the 
California Cancer Commission Studies, will appear in this 
section of the June issue of CALIFORNIA MEDICINE. 
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EDITORIALS 


The Laboratory and Diagnosis 


One hundred and twenty-five years ago a young 
man named Laennec was scoffed out of Paris because 
he dared to say that disease had a basis in anatomical 
changes. The leader of the French Medical Faculty 
and so-called philosophical school, Broussais, main- 
taining that Laennec’s views were heretical, stated 
that all disease was due to a deficiency within the 
body. 

One hundred years later Minot in Boston con- 
cluded that pernicious anemia was caused by a de- 
ficiency state. However, although this conclusion 
‘accorded in this one particular with Broussais’ so 
sweeping doctrine, it had been reached by the avenue 
suggested by Laennec. Broussais’ school of thought 
was philosophical, augmentative, and clinical, with 
no positive proof. That espoused by Minot was scien- 
tific and its accepted conclusions were backed by 
scientific proof, for Laennec, although he died 
young, had left pathology to posterity. The medical 
world soon recognized that diagnosis and treatment 
of disease depended upon a knowledge of its appear- 
ance in and effect upon organs and tissues. 

The bacteriological era was to follow and to be 
associated with a knowledge of diseased tissue. Soon 
many acute diseases were to be found due to bacteria, 
and these discoveries inspired such geniuses as 
Pasteur and Behring to give us means of prevention 
and cures for rabies and diphtheria. Serology natur- 
ally followed the substantiation of the “germ theory.” 
But years of development of knowledge through 
pathology, bacteriology and serology still left the 
world without cures for certain diseases. 

Then came chemotherapy and the miracle sulfa 
drugs which reduced pneumonia from the greatest 
death dealing disease to a practically innocuous ill- 
ness. And now comes the antibiotic age with Flem- 
ing’s penicillin and Waksman’s streptomycin to 
render syphilis, gonorrhea and perhaps even some 
cases of tuberculosis curable by specific therapy. 


Through all this medical progress, roentgenology 
shines as a great diagnostic and at times therapeutic 
beacon. We who live in this age of miracle medicine 
owe gratitude to our medical forebears for their 
great discoveries making our diagnosis and treatment 
of disease a far easier task than was theirs. These 
important discoveries came through the laboratory, 
pathological, clinical and roentgenological. Insulin 
was discovered by a clinician and laboratory man, 
but only after Langerhans and his disciples had done 
a quarter century’s work on the pancreas. 

These scientific gentlemen of the past and some 
of the present were sound clinicians. They knew 
medicine and used the laboratory as adjuvants to 
prove a diagnosis, not make one. They believed in 
careful history taking and physical examination and 
complete analysis of a patient’s condition before re- 
ceiving laboratory reports. A great clinician once 
said, “A part of the diagnosis should be made as 
the patient walks into your office, 75 per cent of it 
when you have completed your history.” Clinicians 
of the Osler type depended more on their knowledge 
of disease than upon laboratory findings. 

How far have we drifted today from former con- 
cepts? Is the modern physician becoming an auto- 
maton, permitting the laboratory to direct his entire 
thinking and make a diagnosis which he accepts 
blindly? It is to be emphasized that the greatest de- 
velopment in the practice of medicine has been in 
clinical and roentgenological laboratories. Except 
in the case of isolated obscure diseases, however, 
the reports of the laboratory should clinch the diag- 
nosis, not make it. The laboratory is no Aladdin's 
lamp but merely a guide. During the war many mis- 
takes were made in reports on roentgenological find- 
ings which have never been corrected. Every shadow 
or area of fibrosis in a lung field is not necessarily 
tuberculosis. City health departments through their 
social service division have excluded children from 
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school because a mother during a mass x-ray survey 
was found to have an old lesion under a clavicle. 
The roentgenological report said “tuberculosis’— 
the doctor did not differentiate healed, innocuous 
tuberculosis from the active form. A trace of sugar 
in the urine does not necessarily mean diabetes, nor 
a trace of albumin, nephritis. A high metabolic rate 
may not mean hyperthyroidism. A high cholesterol 
content of the blood, or an increase in uric acid con- 
tent, may be significant but not unless it corrob- 
orates an existing clinical picture. Even a carefully 
read electrocardiogram of suspicious implication 
does not prove that a coronary occlusion has oc- 
curred, for we know that such diagnoses have been 
proven wrong at autopsy. Tinsley Harrison recently 
stated that every pain in the chest does not have to 
be the result of a coronary occlusion. 

The average practicing physician may be unable 
to make his own interpretations of complicated lab- 
oratory findings or to read x-ray films and therefore 
may blindly accept the report he receives. A physician 
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recently told a patient that she had pulmonary tuber- 
culosis. The patient asked, “Aren’t you going to 
examine me or look at my sputum?” The doctor 
replied, “Examination is unnecessary; the x-ray 
findings are all I need.” This is a true happening 
and emphasizes very well some of our trends today. 
In many cases, laboratory reports are being used to 
make a diagnosis. Some physicians seem to be losing 
the clinical intuition of the old medical masters. 

It should not be forgotten that a patient is a human 
being with organs, blood and secretions and that 
these often function in ways beyond our ken. We 
are losing the art of analysis and discussion. We are 
no longer training ourselves to be clinicians attempt- 
ing to make a diagnosis from the patient’s statements, 
the physical and laboratory findings, and our own 
analysis and deductions. All honor and recognition 
to the laboratory for its part in present accomplish- 
ments. But let it become the physician’s guide and 
assistant, not the director of his thinking. Let the 
physician remain his own master in diagnosis. 


ie 


1948 Annual Session 


With the journal going to press just at the close 
of the 1948 Annual Session of the California Medical 
Association, time is short for a comprehensive review 
of the meeting but a few highlights may be touched 
upon at this time pending a complete report in a 
later issue. 

Scientifically, the meeting appears to have been 
one of the finest ever conducted by the Association. 
Six guest speakers took part, along with invited 
guests from outside the Association and well-bal- 
anced groups of members reporting on their own 
findings. Public interest in the scientific sessions is 
attested by the prominence given by California news- 
papers to stories on the meeting, in competition with 
presidential primaries, the atomic bomb, American- 
Russian relations and other news of world import. 

Guest speakers included prominent physicians in- 
vited by the sections on general medicine, general 
surgery, anesthesiology and dermatology and syphil- 
ology, together with the Association president’s guest 
and Doctor George F. Lull, secretary and general 
manager of the American Medical Association. This 
large and important list of speakers argues well for 
the continuance of the plan inaugurated this year for 
more guests at annual meetings. 

On the business side, the House of Delegates held 
its usual meetings, considered six proposed constitu- 
tional amendments, looked into the reports of two 
important interim committees appointed following 
last year’s meeting, and studied thirty-two resolutions 
brought in as new business. Five of the resolutions 
emanated from the Council and were favorably re- 
ceived by the House. These included a memorial to 
the A. M. A. for medical preparedness for both 


civilians and military forces in time of war, a pro- 
posal to establish a statewide committee to study the 
problems cf chronic alcoholism, the naming of a 
reference committee on finances of the House of 
Delegates to study financial reports and consider a 
new budget with dues for the coming year, and two 
technical by-law amendments to require that mem- 
bers must maintain their membership in the counties 
in which they maintain their principal offices of 
practice. 

Among the resolutions offered from the floor were 
several on the question of rebates, one on a proposed 
probe of the Association’s public relations activities, 
and others on a variety of subjeets too extensive to 
detail here. In the final analysis it may be said that 
the House of Delegates voiced approval of the manner 
in which the Association’s affairs have been handled 
by the Council, meanwhile giving ear to proposals 
of Delegates which suggested counter activities. 

A look at the list of thirty-two resolutions placed 
before the House of Delegates and a study of the 
reference committee’s report and recommendations 
on them cannot but impress any member with the 
thoroughgoing manner in which the Association 
handles its organizational affairs. The variety of sub- 
jects offered, the intense and time-consuming study 
made by the reference committees, the list of wit- 
nesses appearing on both sides of every controversial 
matter, gives new emphasis, if any is needed, to the 
fact that the California Medical Association operates 
on the basis of a true democracy. A member’s ideas 
may not be accepted by the governing bodies, but 
they are certainly given a fair hearing and full con- 
sideration. 
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Clinical-Pathological Conference 


FRENCH HOSPITAL, SAN FRANCISCO, NOVEMBER 6, 1947 


Presentation of Case: The patient was a 68-year- 
old white unmarried nurse who was admitted to 
French Hospital, San Francisco, on May 23, 1946, 
because of fever, nausea, pain, and malaise. She had 
seen a physician in August, 1945, because of fever 
and muscular aches of three months’ duration. This 
attack began with pain in the feet and leg muscles 
which became so severe she could scarcely walk. 
There was intermittent swelling in the right hand 
and the left shoulder. The temperature rose to 
101.4° F. The patient was placed on bed rest, high 
caloric diet with supplementary vitamins B and C, 
salicylates, and physiotherapy. Improvement was 
gradual but the salicylates appeared to cause con- 
siderable nausea, epigastric pain and tenderness. A 
modified Sippy regime was started, and with some 
reduction in the dose of salicylates the gastric symp- 
toms were relieved. Since this attack in 1945 the 
patient had had occasional chills and spiking fever 
of 103.0. She had at times complained of fever, head- 
aches, diplopia and instability of equilibrium. There 
had been a gradual loss of weight and appetite with 
considerable weakness. 

The past history revealed that the patient had 
always been frail. She had pneumonia five times be- 
fore the age of eight and she developed a marked 
scoliosis. This had been corrected to some degree 
with physiotherapy, but following the age of 15 


_ .years she had had a rather constant dull ache in 


the lower back with radiation down the back of the 
right leg. This pain was aggravated by stooping, 
jarring, and coughing. In 1936 while doing some 
heavy lifting the patient felt a snap in her back 
which was disabling enough to require six weeks of 
bed rest. A similar attack occurred in 1938. When she 
was 31 years old she suffered for a few weeks from 
episodes of nocturnal pain in the arms and hands 
which were diagnosed as neuritis. At age 38 there 
was a sudden onset of severe, sharp pain in the right 
knee with fever which lasted about six weeks. At 
the age of 43 a “butterfly” lesion appeared on the 
face and gold injections were given. At the age of 
49 there was a sudden attack of soreness in the 
epigastrium and chest with dyspnea. There had been 
many such attacks since then which were relieved 
by amidopyrin, phenobarbital, or acetylsalicylic acid. 
At the age of 54 some symptoms of difficulty in 
swallowing developed, with regurgitation of foods 
and fluids. These symptoms would recur every few 
weeks and would last only a relatively short time. 

The family history was non-contributory except 
that the patient’s father died of tuberculosis at the 
age of 50, and her mother always had been very 
frail and had suffered from “arthritis.” 

Physical examination on admission showed a 
temperature of 101.0, pulse 96, respirations 20. 


Blood pressure 100/60. The patient was frail but 
fairly well developed and well nourished. The skin 
was hot and moist, slightly shiny over the lower legs 
and reddened over the right thigh. The pupils re- 
acted to light and accommodation. There was a 
paresis of the left abducens and the fundi showed 
minimal arteriosclerosis. A slight deviation of the 
tongue to the left was noted. There were a few 
crepitant rales in the lungs at both bases. The heart 
was normal. A pulse was easily palpable in all 
peripheral arteries and was equal bilaterally. The 
abdomen was slightly distended. No tenderness or 
masses were palpated. Pelvic and rectal examinations 
were negative. Extremities were not remarkable, 
except for pain on motion of both ankle joints and 
the right wrist. Reflexes were active and equal. There 
was a positive Babinski on the right. Hyperesthesia 
of both calves was noted, with moderate loss of 
sensation in the feet. 

Examination of the urine showed 1 plus albumin, 
with 75 to 100 leukocytes, and it was loaded with 
bacteria. Erythrocytes numbered 3.4 million, and 
leukocytes 6,500 with 81 per cent segmented poly- 
morphonuclear forms, 17 per cent lymphocytes and 
2 per cent monocytes. Hemoglobin measured 9.0 gm. 
per cent. There was marked hypochromia, anisocy- 
tosis, and poikilocytosis of the erythrocytes. The sedi- 
mentation rate was 32 mm. in one hour. The spinal 
fluid showed a positive Pandy, and a cell count of 
82 erythrocytes with no leukocytes. Results of the 
Kahn test, gold curve reading, blood culture, tuber- 
culin test and abortus agglutinations were all nega- 
tive. A gastrointestinal series showed an esophageal 
diverticulum in the mid-thorax, a small hiatus hernia, 
and a diverticulum of the duodenum with possible 
duodenal ulcer. 

On the second hospital day the patient developed 
a severe headache. This was partially relieved by 
medication but continued through the third and 
fourth day when a difficulty in forming words de- 
veloped. At this time there was considerable nausea 
and vomiting, along with involuntary urination. On 
the fifth day there was some incoordination of the 
hands. By the seventh day the patient was unable to 
use her arms and legs and had difficulty in swallow- 
ing. She became comatose and died on the eighth 
hospital day, May 30, 1946. 


DISCUSSION BY CLINICIAN 


Dr. ALBERT C. Dantes: This remarkable case 
presents a complicated picture to me as a surgeon. 
The patient had a long history of chronic illness, 
with episodes of acute exacerbation and then remis- 
sions, over a period of at least 37 years. These acute 
episodes were characterized by joint and muscular 
pain associated with fever, and occasionally with 
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findings of abnormality in the nervous system, par- 
ticularly in the last episode. The duration of the 
illness rules out the probability of any of the usual 
infectious diseases, such as tuberculosis or Brucella 
infections, as well as of any neoplastic process. 


Of significance is the history of gold injections 
for a “butterfly” lesion of the face 25 years ago. By 
far the commonest of the diseases in which this 
lesion appears is lupus erythematosus, and gold has 
been used for treating this condition. 


Of interest, too, are the attacks of soreness im the 
epigastrium and chest, with shortness of breath. 
Disseminated lupus frequently attacks serous mem- 
branes such as the pleura, pericardium, and perito- 
neum, and it might account for these symptoms. All 
the pains in the patient’s extremities, and the inter- 
mittent swellings of the various joints speak for 
some type of rheumatic lesion or rheumatic state to 
which the entity of disseminated lupus probably 
belongs. The condition known as periarteritis nodosa 
or polyarteritis nodosa also is probably some type 
of rheumatic state, and this condition can affect any 
and all portions of the body. I, personally, know too 
little about polyarteritis nodosa to say whether ner- 
vous system abnormalities are common concomitants, 
but from a theoretical standpoint there seems no 
reason why the arteries of the brain could not be 
affected the same as those elsewhere, and thus ac- 
count for the findings indicative of disease of the 
nervous system. Other manifestations of the rheu- 
matic state, such as rheumatoid arthritis or rheumatic 
fever, could hardly produce this picture of so many 
years duration with no evidence of cardiac or joint 
changes. 


In addition to the rheumatic state, the patient also 
suffered from secondary anemia and a small hiatus 
hernia, with diverticula of the esophagus and duode- 
num. These latter, I feel, are not significant, although 
the anemia may well be the result of protracted 
rheumatic disease. 


My diagnosis, then, is that this patient suffered 
from a chronic rheumatic state, possibly polyarteritis 
nodosa; but because of the history of the “butterfly” 
lesion, I will guess that she had a disseminated lupus, 
though I realize that the distinction between these 
two conditions is not always clear. 


DISCUSSION BY PATHOLOGIST 


Dr. Georce A. Watson: The body at autopsy 
four and a half hours after death was well developed 
and in a good state of nutrition. There were no 
eruptions, no pigmentation of the skin, no lymph- 
adenopathy. The pleurae and pericardium were 
obliterated by adhesions which separated without 
great difficulty. Peritoneal surfaces were clean except 
for slight splenic capsular thickening. 


The heart weighed 300 grams, and the chambers 
were neither dilated nor their walls hypertrophied. 
The coronary tree was patent with a maximum of 
15 per cent linear diminution in the lumen. In the 
valve leaflets there were no vegetations and no stig- 
mata of previous inflammation was present. Lungs 


CLINICAL-PATHOLOGICAL CONFERENCE 


Meninges, 2.4 Times Actual Size 


and liver were normal in weight and appearance. The 
spleen was soft, light grayish-red, and weighed 62 
grams. 

In the gastrointestinal tract there were a dia- 
phragmatic hernia measuring 6 x 6 cm. and a peri- 
ampyllary diverticulum approximately 2 x 6 cm. 

One kidney weighed 140 and the other 175 grams. 
The cortical surfaces were finely granular, and the 
only features of consequence disclosed by section 
were several pale, infiltrated areas 1 to 2 cm. in 
diameter in each kidney, and a solitary, non-pro- 
liferative cyst in the left kidney (the heavier of the 
two) measuring 6 cm. in diameter. 

The brain weighed 1,400 grams. Slight flattening 
of the cerebral convolutions was evident but the 
meninges appeared normal. In the rostral portion 
of the left internal capsule there was a questionable 
area of softening 1.0 cm. in diameter and a definite 
area in the central part of the pons. 

Microscopically significant changes were found in 
the coronary arteries, ileum, pancreas, kidneys, men- 
inges, and pons. The major coronary trunks showed, 
in addition to intimal atheromatosis, considerable 
patchy, round cell infiltration of media and adven- 
titia, with irregular scarring of the former. The 
picture was not characteristic of the usual senile 
process. Smaller arterial branches were infiltrated 
and edematous in all coats; the inflammatory ele- 
ments consisted of neutrophils, lymphocytes, histio- 
cytes and a few plasma cells. The several layers of 
the wall were generally not clearly distinguishable 
except at a relatively few points at which the media 
was marked by focal or circumferential acidophilic 
hyalin necrosis. Essentially similar changes were 
found in the ileum and pancreas. The vessels so 
involved were numerous and their diameters ranged 
from 150 micra to 500 micra. 

In the kidneys there were several small purulent 
necrotic areas not associated with thromboses. A 
few arteries showed either adventitial infiltration of 
mild degree or symmetrical scarring. There were no 
significant findings in the glomerulae and tubules. 
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Meninges 10 Times Actual Size 


Sections taken at approximately the rostral border 
of the inferior olivary nucleus revealed an area of 
fairly recent ischemic degeneration involving the 
left cortico-cranial tracts and the inferior half of the 
tegmental portion of the pons. Although the de- 
generation was most marked in the region described, 
it extended across the midline, actually covering an 
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Meninges 22 Times Actual Size 


area 5 x 10 mm. in cross-section. A suspicion of 
infarct in the left internal capsule could not be 
confirmed histologically. 

In the meningeal arteries there were widespread 
changes which consisted of fibrinoid degeneration 
of the media with edema and fibroblastic prolifera- 
tion of the intima, occasional thrombosis and pan- 
arterial inflammatory infiltration, most marked in 
and adjacent to the muscular layer. There were vary- 
ing degrees of fibrosis, but here as in the remainder 
of the organs, advanced cicatrization was not present. 


The anatomic diagnoses were: polyarteritis nodosa 
involving coronary arteries, pancreas, ileum, kidneys 
and meninges; infarction of the pons; chronic ob- 
literative pericarditis; chronic obliterative pleuritis; 
hiatus hernia; diverticulum of the duodenum; small 
kidney abscesses; solitary cyst of the left kidney. 

There are certain features of this case which sug- 
gested disseminated lupus erythematous at necropsy 
as well as clinically, particularly the involvement of 
serous membranes and the absence of grossly visible 
segmental arterial nodulations. The histological fea- 
tures, however, are quite specific and leave no room 


for doubt. , 

It should be emphasized that most of the arterial 
lesions were acute or subacute, only a few vessels in 
the healed or cicatricial stage could be found, and 
even in these there may have been an involutional 
element. In view of the absence of chronic lesions it 
seems unlikely that the more remote events in the 
history are correlated with the principal disease. The 
duration of the latter was probably not more than 
one year. 


“Noe” 
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NOTICES AND REPORTS 


New President-Elect 


A man who, even as a newcomer to California 29 
years ago, had qualities of leadership that were recog- 
nized soon afterward in his election to the House of 
Delegates of the California Medical Association, last 
month became President-Elect of the Association. 
He is Dr. R. Stanley Kneeshaw of San Jose, who has 
attended every annual session of the C.M.A., except 
one, since he began practicing in California in 1920 
and who has served continuously as a representative 
of Santa Clara County, either in the House of Dele- 
gates or on the C.M.A. Council, since 1921. 

Of French Canadian stock, Dr. Kneeshaw was born 
57 years ago in Pembina, North Dakota, to parents 
who had settled there several years before the terri- 
tory became a state. His father was a lawyer who, 
at the time of his retirement in his 90th year of life, 
had served longer as a superior court judge than 
had any other magistrate in the United States. The 
new President-Elect’s call, however, was to medicine 
rather than to law—perhaps a genetic reflection that 
his great great aunt on the distaff side of the es- 
cutcheon was Florence Nightingale. 

After receiving a Bachelor of Arts degree from the 
University of North Dakota in 1909, Dr. Kneeshaw 
became a Doctor of Medicine upon graduation from 
Rush Medical College in Chicago six years later. 
Following internship at Cincinnati General Hospital, 
he became associated with the medical staff of the 
Milwaukee Railroad as resident surgeon in the 
Washington Boulevard Hospital, Chicago, and later 
was placed in charge of the railroad’s division hos- 
pital in St. Moritz, Idaho. 

Entering military service in the first World War, 
he served in charge of a field hospital of the 92nd 
Division in France. Discharged in 1919 with the 
rank of major, Dr. Kneeshaw came to California, 
was licensed as a physician in this state in 1920, and 
began practicing in San Jose. The confidence in him 
that has inspired his colleagues to return him year 
after year to elective office in organized medicine is 
reflected also in a large general practice, the field in 
which he has chosen to remain. 


R. STANLEY KNEESHAW 


Dr. Kneeshaw is a past president of the Santa 
Clara County Medical Society, and also has served 
as president of the staff at both the San Jose Hospital 
and O’Connor Hospital. During the recent war he 
was a member of the California State Procurement 
and Assignment Service. He is a member of Sigma 
Chi and Nu Sigma Nu fraternities, the Kiwanis Club 
and the United States Chamber of Commerce. He has 
three daughters and four grandchildren. 

For recreation the new President-Elect flies his 
own plane, hunts, fishes, gives barbecue parties, does 
a little gardening, plays golf. 
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In Memoriam 


Atuon, Lewis Haran. Died in Los Angeles, February 26, 
1948, age 60. Graduate of the University of Illinois College 
of Medicine, Chicago, 1910. Licensed in California in 1911. 
Doctor Athon was a retired member of the Los Angeles 
County Medical Association, and the California Medical As- 
sociation. + 


Burke, Epwarp Witsur. Died in Redlands, March 4, 
1948, age 72, after several months of illness. Graduate of the 
University of Illinois College of Medicine, Chicago, 1901. 
Licensed in California in 1905. Dr. Burke was a retired 
member of the San Bernardino County Medical Society, the 
California Medical Association, and an Affiliate Fellow of the 
American Medical Association. 


% 


Copy, Bernarp ANTHONY. Died in San Francisco, March 
24, 1948, age 51. Graduate of Stanford University School of 
Medicine, Stanford University-San Francisco, 1925. Licensed 
in California in 1925. Doctor Cody was a member of the 
San Francisco County Medical Society, the California Medi- 
cal Association, and a Fellow of the American Medical As- 
sociation. + 


Epcar, JAMES Day. Died in Whittier, January 20, 1948, 
age 58, of acute adrenal insufficiency following influenza. 
Graduate of the University of Minnesota Medical School, 
Minneapolis, 1915. Licensed in California in 1940. Doctor 
Edgar was a retired member of the Los Angeles County 
Medical Association, the California Medical Association, and 
an Affiliate Fellow of the American Medical Association. 

+ 

Grorce, James DeWitt. Died in Los Angeles, November 
16, 1947, age 49. Graduate of the Indiana University School 
of Medicine, Bloomington-Indianapolis, 1926. Licensed in 
California in 1929. Dr. George was a member of the Los 
‘Angeles County Medical Association, the California Medical 
Association, and the American Medical Association. 

; * 

SHEEHY, FRANK. Died in San Francisco, March 13, 1948, 
age 54, in an automobile collision. Graduate of the College 
of Physicians and Surgeons of San Francisco, 1920. Licensed 
in California in 1920. Doctor Sheehy was a member of the 
San Francisco County Medical Society, the California Medi- 
cal Association, and a Fellow of the American Medical As- 
sociation. - 


Taytor, Ross Oren. Died in San Diego, February 25, 
1948, age 59, after a long illness. Graduate of the University 
of Illinois College of Medicine, Chicago, 1912. Licensed in 
California in 1927. Doctor Taylor was a retired member of 
the San Diego County Medical Society, and the California 
Medical Association. + 


Watters, Casstus M. Cray. Died in Los Angeles, Febru- 
ary 19, 1948, aged 78. Graduate of Rush Medical College, 
Illinois, 1892. Licensed in California in 1914. Doctor Walters 
was a retired member of the Los Angeles County Medical 
Association, the California Medical Association, and an Af- 
filiate Fellow of the American Medical Association. 


+ 


Wetty, Cutten Francis. Died in San Francisco, March 
8, 1948, age 82, after a long illness. Graduate of the Univer- 
sity of Pennsylvania School of Medicine, Philadelphia, 1890. 
Licensed in California in 1904. Doctor Welty was a retired 
member of the San Francisco County Medical Society, and 
the California Medical Association. 
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Yates, EvizapetH Mitprep. Died in Santa Rosa recently, 
age 94, of arteriosclerosis. Graduate of Cooper Medical Col- 
lege, San Francisco, 1887. Licensed in California in 1888. 
Doctor Yates was a retired member of the Sonoma County 
Medical Society, and the California Medical Association. 


Traveling Postgraduate Seminars 


The first seminar of a proposed series of such pro- 
grams being arranged by the California Medical As- 
sociation’s Committee on Postgraduate Activities was 
held at San Luis Obispo, March 20 and 21, and the 
second is scheduled for El Centro, May 20 and 21. 

Thirty-three physicians, including six from Santa 
Barbara County, attended the San Luis Obispo meet- 
ing. Twenty-eight attended the afternoon session, 
there were twenty-one at the evening meeting and 
fourteen at the morning hospital clinical discussion. 
Seventeen members attended both afternoon and eve- 
ning sessions and nine attended all three meetings. 

The program presented was as follows: 


SATURDAY 


The Important Factors in Prenatal Care—W. Dayton 
Clark, M.D., Assistant Professor, Obstetrics and Gynecology, 
Stanford University. 


The Use and Abuse of Hormones in Obstetrics and Gyne- 
cology.—Charles E. McLennan, M.D., Professor, Obstetrics 
and Gynecology, Stanford University. 


Psychosomatic Problems in Obstetrics and Gynecology.— 
Leon J. Whitsell, M.D., Assistant Clinical Professor Medicine, 
Neuropsychiatry, Stanford University. 


Cesarian Section—Indications and Techniques.—Dr. Clark. 
When is Hysterectomy Justified?—Dr. McLennan. 
Discussion Period. 


SATURDAY EVENING 

Psychosomatic Medicine—Applications to General Prac- 
tice.—Dr. Whitsell. 

Sunpay Morninc 

Clinical Discussion at the San Luis Obispo County Hos- 
pital—Chairman, Robert O. Pearman, M.D., President, San 
Luis Obispo County Medical Society. 

Dr. Edward Blair, member of the Postgraduate 
Committee, made the following report on the meet- 
ing: “All the men who attended were enthusiastic 
over the idea and the way it was handled. Some said it 
was worth putting up a substantial registration fee 
for. All agreed that the absent members, in addition 
to missing something, were culpable in failing to 
support and encourage the effort by attending.” 


The subjects to be presented at the seminar in El 
Centro are Pediatrics, Obstetrics and Gynecology. 
Speakers will be members of medical school faculties. 
In addition, a representative of the C. M. A. Cancer 
Commission will discuss the role of the physician in 
private practice in the Cancer Program. 


As to charging a registration fee, the Committee 
has considered the matter carefully and decided 
against making a charge at present. The main argu- 
ment against the fee levy is that it might be a deterrent 
to increased attendance. Later, as the program gathers 
momentum and the hoped for general popularity, the 
expenses incidental to the continuation will probably 
require a registration fee. 
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NEWS and NOTES 


NATIONAL 


ALAMEDA 


Oakland will have an advisory board for the City Depart- 
ment of Health under a plan recently approved by the city 
council. The board will be made up of two physicians, one 
dentist and two lay members, all of whom will be appointed 
by the city manager. 

* * 2 


Dr. David Frost recently was appointed full-time health 
officer of the City of Alameda, succeeding Dr. James F. 
Brady who served in the position on a part-time basis. 


LAKE COUNTY 


Lake county doctors and a committee of citizens of Round 
Valley, an area now without a physician, are working out a 
plan for transporting physicians by plane to Covelo, center 
of the Round Valley area, from Lakeside Hospital in Lake 
County. Regular service five days a week, with arrangements 
for emergency calls, is proposed. The doctors would take 
turns making the trip, so that the community might have 
the services of specialists in several fields. A small clinic with 
facilities for simple operations is planned for Covelo, with 
an airplane ambulance to fly patients requiring more exten- 
sive treatment to the hospital in Lake County. 


LOS ANGELES 


Dr. Edwin H. Hall has been appointed health officer of 
the city of Vernon to succeed Dr. George D. Wells. 


SAN FRANCISCO 


Dr. Mayo H. Soley, assistant dean of the University of 
California Medical School since 1944, will take over his duties 
as dean of the University of Iowa Medical College on July 1. 
Announcement of the appointment of Dr. Soley to that posi- 
tion was made recently by Virgil M. Hancher, president of 
the University of Iowa. 

* ae * 

Dr. Robert C. Martin of San Francisco was elected presi- 
dent of the American Laryngological, Rhenological, and 
Otological Society at the 52nd annual convention of that 
organization in Atlantic City last month. 

A * * 


An eye bank has been established at the University of 
California Medical School. The bank, which will act as a 
reservoir for corneal transplants, was established in coopera- 
tion with other eye banks. There are two similar banks now 
operating in California, one at Stanford University and an- 
other in Los Angeles. In addition to supplying eyes, the new 
bank will do research on corneal grafting and transplanting 
and on blindness resulting from corneal damage. It was 
established through the subdivision of ophthalmology and the 
Francis I. Proctor Foundation for Research in Ophthalmol- 
ogy. Eyes will be supplied to clinic services of hospitals and 
qualified ophthalmic surgeons. 

* * & 


Dr. Erwin C. Sage, formerly director of public health at 
Des Moines, Iowa, has been appointed assistant public health 
director for the City and County of San Francisco, a post 
that has been vacant since Dr. Emmet Sappington resigned 
almost a year ago. 


STATE 


COUNTY 


SAN MATEO 


Dr. Harold D. Chope, formerly assistant health officer of 
the San Joaquin Public Health District, has been appointed 
health director of San Mateo County to take the place of 
Dr. Charles C. Gans who retired last January 1. 

% ae a 


Dr. Harry C. Warren of San Mateo was elected president 
of the California Tuberculosis and Health Association at the 
meeting of that organization in Long Beach last month. Dr. 
Thomas Wiper, of San Francisco, was elected president of 
the California Trudeau Society, and Dr. Paul C. Sampson of 
Oakland was named a director of the association. 


SANTA CLARA 


A county-wide venereal disease case finding program has 
been undertaken in Santa Clara County under the sponsor- 
ship of the county medical society and the health depart- 
ments of the county and the City of San Jose. 

* * & 


Dr. Joseph E. Giansiracuso of San Jose has been appointed 
to a two year fellowship awarded by the Commonwealth Fund 
for research in diseases of the joints, heart and blood vessels 
at the Massachusetts General Hospital in Boston. For the 
past two years, Dr. Giansiracuso has served in the Army 
Medical Corps. 


SANTA BARBARA 


Announcement of the appointment of Dr. Marvin C. Smith 
to the paid medical staff of the Santa Barbara County Gen- 
eral Hospital was made last month by Dr. Charles C. Hedges, 
administrator. 


TUOLUMNE 


H. H. Gillis, D.O., has been appointed acting health officer 
of Tuolumne County, succeeding Dr. Guy Wallace. 


GENERAL ~ 


The Cancer commission of the California Medical Associa- 
tion has made available the following list of 56 Consultative 
Tumor Boards in 17 counties of the state. All are meeting 
minimum standards prescribed by the California Medical 
Association. 

Alameda County: Herrick Memorial Hospital, Berkeley; 
U. S. Naval Hospital, Oakland; Alameda County Hospital, 
Oakland; Samuel Merritt Hospital, Oakland; Providence 
Hospital, Oakland; Permanente Foundation Hospital, Oak- 
land; Ernest B. Cowell Memorial Hospital, Berkeley; Child- 
ren’s Hospital of the East Bay, Oakland; Alta Bates Hos- 
pital, Berkeley; Peralta Hospital, Oakland. 

Fresno County: Fresno Community Hospital, Fresno. 

Kern County: Bakersfield Hospital, Bakersfield. 

Los Angeles County: St. Joseph’s Hospital, Burbank; 
Physicians and Surgeons Hospital, Glendale; Hollywood 
Presbyterian Hospital, Hollywood; California Hospital, Los 
Angeles; Cedars of Lebanon Hospital, Los Angeles; White 
Memorial Hospital, Los Angeles; U. S. Naval Hospital, 
Long Beach; Long Beach Community Hospital, Long Beach; 
Paradise Valley Hospital, National City; Huntington Mem- 
orial Hospital, Pasadena; U. S. Veterans Administration 
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Hospital, Sawtelle; Los Angeles General Hospital, Los An- 
geles; Seaside Memorial Hospital, Long Beach; Pomona 
Valley Community Hospital, Pomona; Culver City Hospital, 
Culver City; Mt. Sinai Hospital, Los Angeles. 


Monterey County: Monterey County Hospital, Salinas. 


Orange County: Orange County General Hospital, Salinas. 
St. Joseph’s Hospital, Santa Ana. 


Riverside County: Riverside County Hospital, Riverside. 

Sacramento County: Sacramento County Hospital, Sacra- 
mento; Sutter Hospital, Sacramento; Mercy Hospital, Sacra- 
mento. 


San Bernardino County: San Bernardino County Hos- 
pital, San Bernardino. 

San Diego County: Mercy Hospital, San Diego; San Diego 
County General Hospital, San Diego; U. S. Naval Hospital, 
San Diego. 

San Francisco County: Stanford University School of 
Medicine; University of California Hospital; U. S. Veterans 
Administration Hospital; Mt. Zion Hospital; Mary’s Help 
Hospital; French Hospital; St. Joseph’s Hospital; St. Mary’s 
Hospital; Stanford Service and U. C. Service, San Francisco 
City and County Hospital. 


San Mateo County: Mills Memorial Hospital, San Mateo. 

Santa Barbara County: Santa Barbara Cottage Hospital, 
Santa Barbara; Santa Barbara General Hospital, Santa 
Barbara. 


Santa Clara County: Santa Clara County Hospital, San 
Jose. 

Sonoma County: Sonoma County Hospital, Santa Rosa. 

Stanislaus County: Stanislaus County Tumor Board, 1024 

Street, Modesto. 


Yolo County: Woodland Clinic Hospital, Woodland. 
* * & 


The American Congress of Physical Medicine will hold its 
26th annual scientific and clinical session September 7-11 
inclusive, at the Hotel Statler, Washington, D. C. Scientific 
_and clinical sessions will be open to members of the medical 
profession in good standing with the American Medical 
Association. Full information may be obtained by writing to 
the American Congress of Physical Medicine, 30 North 
Michigan Avenue, Chicago, Illinois. 
* * ah 


A revised and greatly expanded professional training pro- 
gram for regular Army and Reserve Medical Officers has 
been announced by Major General Raymond W. Bliss, Sur- 
geon General of the Army. The program calls for 1900 new 
doctors in the regular army and an increasing number of 
volunteer reserve officers on active duty. The program is 
designed to give many more army doctors the training needed 
to meet the requirements for certification by the American 
Specialty Boards, and to further integrate civilian and mili- 
tary medicine. The new program will facilitate the classifica- 
tion and career management system already in practice in 
the Medical Corps whereby every effort is made to assign 
professional officers to posts where they can practice in their 
special fields of interest. 

Physicians already resident in civilian hospitals are now 
eligible for commissions in the regular army. Those commis- 
sioned may continue their residences with full pay and 
allowances from the army and will be assigned by the army 
to the civilian hospital in which they are already resident. 
Even in the event of a major emergency, residents will com- 
plete their training, if it is at all possible. 

Civilian interns are now eligible for Army Medical Corps 
Reserve commissions, and may continue their internship with 
full army pay and allowances. Those so commissioned will 
undertake to accept a commission in the regular army on 
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completion of their internship, and will then be permitted 
to compete for army residencies in either army or civilian 
hospitals. 


One hundred and fifty commissions in the grades of major, 
lieutenant-colonel and colonel will be offered in 1948, and 
another 150 in 1949, to doctors who have completed their 
training. This aspect of the program is not limited to those 
men already certified as specialists, since outstanding officers 
for command and staff positions are needed as well as pro- 


fessional men. 
ak cK * 


Dr. Helen B. Taussig, associate professor of pediatrics, and 
Dr. Alfred Blalock, professor of surgery at the Johns Hopkins 
Medical School, have been selected for the 1948 award of 
the Passano Foundation which was established in 1944 by 
the Williams & Wilkins Company to aid in the advancement 
of medical research. Presentation of the $5,000 award, which 
is given in recognition of the recipients’ development of an 
operation to correct the tetralogy of Fallot, will be made in 
Chicago, June 23, during the week of the American Medical 
Association Convention. 

* * a 


The 25th annual meeting of the members and fellows of 
the American College of Radiology will be held in the Shera- 
ton Hotel, Chicago, June 20, for the election of officers and 
transaction of business. 

* * * 


The American Board of Obstetrics and Gynecology an- 
nounces that general oral and pathology examinations (Part 
II) for all candidates will be conducted at Washington, D. C., 
by the entire board from Sunday, May 16, through Saturday, 
May 22, 1948. 


% * * 


The University of Southern California School of Medicine 
recently was awarded a $25,000 grant from U. S. Public 
Health Service Funds to aid in cancer teaching programs, 
and the University of California at Berkeley received $16,200 
to support isotopic tracer studies of tissue synthesis and the 
reactions of metabolic antagonists. 

ok OK * 


The Board of Examiners of the American College of Chest 
Physicians announces that the next oral and written exam- 
inations for Fellowship will be held at Chicago, June 17, 
1948. Candidates for fellowship in the College, who would 
like to take the examinations, should address the Executive 
Secretary, American College of Chest Physicians, 500 North 
Dearborn Street, Chicago 10, Illinois. 

* os * 


The Board of Regents of the American College of Surgeons, 
at a meeting on February 22, adopted a resolution commend- 
ing the services of nurses who have had special training in 
the administration of anesthesia and recommending the con- 
tinuance of training courses in this field for nurses. The 
resolution reads as follows: 7 


“The American College of Surgeons regards with deep 
concern the actions of some physician anesthesiologists in 
giving the impression to the laity in the public press that it 
is unsafe for experienced nurse anesthetists to conduct surgi- 
cal anesthesia. While it supports the increasing tendency of 
having physician anesthesiologists in charge of surgical an- 
esthesia, it deplores at this time any propaganda for the 
elimination of the trained nurse anesthetist. On the contrary, 
the American College of Surgeons is of the opinion that, in 
view of the inadequacy in number of the physician anesthesi- 
ologists and in view of the splendid record of achievement of 
the nurse anesthetist, institutions engaged in the training of 
nurses for this purpose should be encouraged to continue 
their programs.” 
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Letters ta the Editor... 


RECOVERY FROM A SUBCUTANEOUS OVER- 
DOSE OF MORPHINE BY PROMPT INCISION 
AND DRAINAGE 


Some time ago in this journal Dr. P. J. Hanzlik 
described a case in which “Recovery from a Surely 
Fatal Dose of Epinephrine” had been accomplished 
by the persistent use of various nitrites as peripheral 
vasodilators. These known mutual antagonists of 
epinephrine resulted in recovery in about four hours 
of a child who had received more than twice the 
known fatal dose, because accidentally 20 mgm. of 
epinephrine (0.2 cc. of a 10 per cent spray-solution ) , 
was injected subcutaneously. 


Surely no thinking physician ever injects a drug 
of any kind without the disquieting thought, “What 
if the patient will not tolerate this?” If the intra- 
venous route be used there is no alternative but to 
rely on pharmacological antagonists, and the physi- 
cian should be sure that appropriate ones are at 


hand. 


If the injection was subcutaneous, however, as in 
the case described by Professor Hanzlik, can the drug 
be retrieved by prompt incision and drainage? There 
is a general agreement that when the fangs of a 
rattlesnake inject venom subcutaneously that the 
wound should be “scarified.” Is the likelihood of 
recovering toxin or drug injected subcutaneously 
sufficiently great to warrant the attempt to sponge 
it out after incision and drainage? The following 
case indicates the answer is “Yes.” 


Despite the numerous obvious advantages of the 
metric system, the fact remains that an accidental 
shift of the decimal point will mean that the patient 
gets ten times too little, or worse, ten times too much. 
Precisely this sort of accident occurred in Vienna 
to a 28-year-old male with renal colic who had been 
assigned to me as a physician for study. The student 
nurse injected 16 centigrams (0.160 gram) of mor- 
phine sulfate instead of 16 milligrams (0.016 gram) 
as ordered. (To prevent this sort of mistake the last 
two editions of the U. S. Pharmacopeia have recom- 
mended the practice of expressing any dose under 
0.1 (1/10) gram as so many milligrams. Thus the 
usual 14 grain dose of morphine sulfate is written as 
16 mg., and not 0.016 gm.) 


After making the subcutaneous injection of 160 
mg., the young nurse decided it strange that she 
should have had to use ten tablets instead of one, 
and informed the resident physician. He promptly 
made a small incision at the point of injection and 
sponged out the injected solution. The result was so 
successful that the patient did not even feel drowsy 
from the effect of the morphine. 


It is interesting to speculate whether in the case 
described by Hanzlik the overdose of epinephrine (a 


drug slowly absorbed because of its inherent vaso- 
constrictive powers) might not have been similarly 
retrieved. 

Wivsur Batrtey, M.D. 

2009 Wilshire Boulevard 

Los Angeles 5, California 


STANDARDS FOR SAFE USE OF CURARE 


At the American Medical Association convention 
in San Francisco in July, 1947, a paper on “The 
Physiologic Effects of Curare and Its Use as an 
Adjunct to Anesthesia” was presented which has 
since been published in one of the surgical jour- 
nals.* In this report the advantages of the use of 
curare for muscular relaxation during surgery were 
brought out. However, particular emphasis was 
placed upon the fact that while curare is a safe drug 
when in the hands of physicians acquainted with its 
action, it is an extremely dangerous drug when 
administered by those ill-trained in its use. 

The authors of this paper feared that with curare, 
as has been the case with other new drugs, deaths 
following its use would be blamed on the drug itself 
rather than on the improper use of the drug. There- 
fore, the paper was published in a surgical journal 
rather than in an anesthesiological journal for the 
specific purpose of impressing surgeons with the 
danger to their patients from the administration of 
curare by unqualified persons. Certain standards 
were set by which surgeons could judge the quali- 
fications of anesthetists for administering curare. 
Briefly, these were: 


1. The anesthetist must have a thorough knowl- 
edge of respiratory physiology, both normal and 
abnormal. He must be able to recognize respiratory 
depression when he sees it and know how to combat 
its ill effects, and especially he must learn the criteria 
by which an anesthetist determines when the patient 
can safely be allowed to breathe without help. 

2. The anesthetist must be able to give good in- 
halation anesthesia. He must know both the scope 
and the limitations of the available anesthetic agents 
and also of the sedative, hypnotic, and basal narcotic 
drugs he may use in conjunction with curare. 

3. The anesthetist must learn and thoroughly 
understand the action of curare without anesthesia. 
The ideal way to do this is to administer the drug 
to unanesthetized dogs. 

While no specifle statement to the effect was made. 
the inference was clear that in the authors’ opinion 
if curare was used in anesthesia by persons who did 
not have the above qualifications, the patients would 


*The Physiologic Effects of Curare and Its Use as an 
Adjunct to Anesthesia, P. Harroun, M.D., F. E. Beckert, 
M.D., and C. W. Fisher, M.D., Surg., Gynec. & Obst., 
84:491-498 (April), 1947. 
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suffer. This prophecy has been amply and grimly 
fulfilled. In the period since the paper was pre- 
sented, seven deaths from curare in this area have 
been reported to the authors, the last two occurring 
on the same day only recently. There have doubtless 
been many more; such occurrences are not of the 
type publicized by any hospital. 

The first five deaths occurred during the first 
year after the paper was presented. The anesthetists 
were all physicians. The inhalation agents used in 
conjunction with curare were nitrous oxide and 
cyclopropane. After these five deaths there was a 
break of six months during which no deaths were 
reported. Apparently physician anesthetists were 
learning (the hard way) that there is more to caring 
for a patient who has received curare than throwing 
him into bed and leaving him to Mother Nature. 
The two most recent deaths both followed the use of 
curare by nurse anesthetists. In both instances the 
patients received pentothal; in one case nitrous 
oxide was also used. It is feared that surgeons who 
have become acquainted with the relaxation pro- 
duced by curare from its use on their patients by 
physician anesthetists, are beginning to request, or 
at least condone, its use by technicians. 

A typical case history of a death from curare is 
as follows: 

A man of 40 is sent to surgery for an elective 
cholecystectomy. He is put to sleep with pentothal, 


and cyclopropane and oxygen are administered. 
When the peritoneum is opened the patient is in- 
sufficiently relaxed. Either with or without the sur- 
geon’s knowledge, curare is administered, and 
immediately the relaxation becomes adequate. When 
the gallbladder has been removed, more curare is 
given to facilitate closure of the peritoneum. At the 
end of the operation the patient is in good condition, 
well oxygenated, breathing spontaneously, with a 
good pulse and blood pressure. He is returned to 
bed. Half an hour later he is found dead. Post- 
mortem examination shows atelectasis of both lungs. 
We hope this communication will impress upon 
physicians in this area the fact that such deaths are 
entirely preventable and must be blamed not upon 
curare, but upon the ignorance of those administer- 
ing it. In the two institutions in this immediate 
vicinity where curare has been used most extensively 
in the last two years there have been nearly one 
thousand administrations of curare to anesthetized 
patients without a single death which could be at- 
tributed to curare. As was stated in the original 
paper, the safe use of curare depends entirely upon 
the knowledge of the anesthetist administering it. A 
surgeon who allows its use upon his patients by un- 
qualified persons has only himself to blame for 
resulting deaths. 
F. E. Beckert, M.D., C. W. Fisoer, M.D., 
P. Harroun, M.D.. San Francisco 
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INFORMATION 


Medical Supplies Needed in Devastated Areas 


Continued aid in the form of medical and surgical 
supplies from America is needed to prevent wide- 
spread suffering and death among the peoples of 
war-devastated areas throughout the world. The 
undersigned earnestly request all members of our 
profession to help us provide such aid through the 
Medical and Surgical Relief Committee, Inc. 

During the past seven years, with little publicity 
and modest financial support, this Committee has 
provided more than a million dollars worth of des- 
perately needed medical, surgical and dental supplies 
and publications to stricken areas overseas. These 
materials are sent to. hospitals, physicians and dis- 
pensaries giving free medical care to the needy. 

Our colleagues in Europe and the East are still 
faced with an appalling lack of basic medical equip- 
ment. Some have not even seen a medical journal 
or textbook printed since 1939, and are woefully 
uninformed of many of the latest medical advances. 

We are able to do a great deal to alleviate this 
situation through the Medical and Surgical Relief 
Committee which receives, sorts, reconditions and 
ships material—ranging from physicians’ samples 
to used instruments—in response to authenticated 
appeals from overseas. 

The items most consistently requested and most 
vitally needed are: 
Adhesive tape 
Ampoules—all types 
Anesthetics (local, general) 
Antiseptics 
Aspirin 
Aspirin combinations 
Autoclaves 
Baby bottles 

cereals 

clothes 

food 

nipples 
Cod liver oil 
Cotton—gauze—all forms 
Dietary supplements 
Germicides 
Hospital ware 
Hot water bottles and 

syringes 
Hypo needles and syringes 
Liver and iron capsules 


Microscopes 

Penicillin (Crystal, 
Ointment, Tablets) 

Quinine—tablets—capsules 

Rubber sheetng and tubing 

Santonin and combinations 

Scientific apparatus 

Sedatives 

Standard Medications for 
various conditions 

Sterilizers 

Streptomycin 

Sulfas—tablets and liquids 

Surgeons gloves 

Surgeons needles 

Surgical instruments 

Thermometers (Fever— 
F. or C.) 

Vitamins—all types and 
strengths for children 
and adults 


The most pressing need of all is for recent medical, 
surgical and dental textbooks and journals. 

Please forward any such supplies which you and 
your hospital can donate to this great need to: 

The Medical and Surgical Relief Committee, Inc., 
Room 328, 420 Lexington Avenue, New York 17, 
Ne. Xs 

We urge you to lend your support to this vital 
work. 

Tue Mepicat Apvisory CouNcIL OF THE MepicaL & 
SurcicaL Revier Committee, INc. 
Allen O. Whipple, M.D., Chairman 
Arthur W. Allen, M.D., Boston, Mass. 
H. C. Bazett, M.D., Philadelphia, Pa. 
Henry W. Cave, M.D., New York, N. Y. 
Warren H. Cole, M.D., Chicago, Ill. 
Loyal Davis, M.D., Chicago, III. 
John M. T. Finney, Jr., M.D., Baltimore, Md. 
W. Edward Gallio, M.D., Toronto, Ontario, Canada 
John H. Gibbon, Jr., M.D., Philadelphia, Pa. 
Howard K. Gray, M.D., Rochester, Minn. 
John Kemper, M.D., Ann Arbor, Mich. 
Charles C. Lund, M.D., Boston, Mass. 
Roy D. McClure, M.D., Detroit, Mich. 
Howard Naffziger, M.D., San Francisco, Cal. 
Alton Ochsner, M.D., New Orleans, La. 
I. S. Ravdin, M.D., Philadelphia, Pa. 
Carnes Weeks, M.D., New York, N. Y. 


Board of Medieal Examiners 


Because reports of appointments in the last few 
months to the California Board of Medical Exam- 
iners may have escaped the attention of some physi- 
cians in the state, the roster of the Board as it stood 
March 17, 1948, after the most recent change, is 
printed below: 


Richard O. Bullis, president, Los Angeles 
Fred Scatena, secretary, Sacramento 
Percival Dolman, San Francisco 

William F. Quinn, Los Angeles 

Joe Zeiler, Los Angeles 

Wilbur Bailey, Los Angeles 

Clayton D. Mote, San Francisco 

Lindol R. French, San Francisco 

Norman N. Nelson, Los Angeles 

Howard Fleming, Laguna Beach 


Reporting of Deafness in Children Required 


So that parents or guardians of children who are 
deaf or hard of hearing may be properly informed 
of special educational facilities for those thus handi- 
capped, CALIFORNIA MEDICINE has been asked to call 
attention to sections of the California Education Code 
relating to reports required of physicians who dis- 
cover deafness in children. 

“17254. Every attending or consulting physician 
who examines any child under 20 years of age found 
to be totally deaf or with impaired hearing shall 


report at once to the principal of the California 
School for the Deaf the name, age, residence, and the 
name of the parent or guardian of the minor. 

“17255. The principal of the California School for 
the Deaf shall immediately notify the superintendent 
of schools of the county, city, or city and county of 
which the child is a resident of the name, age, resi- 
dence of the child, and the name and residence of 
the parent or guardian of the child.” 
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BOOK REVIEWS 


HANDBOOK OF COMMUNICABLE DISEASES. By 
Franklin H. Top, A.B., M.D., M.P.H., F.A.C.P. Medical 
Director, Herman Kiefer Hospital. Clinical Professor of 
Preventive Medicine and Public Health, Wayne University 
College of Medicine; Extramural Lecturer in Infectious 
Diseases and Epidemiology, School of Public Health, Uni- 
versity of Michigan; Consultant, Preventive Medicine Sec- 
tion, Surgeon General's Office, United States Army. And 
Collaborators. C. V. Mosby Co., St. Louis. Price $9.50. 


The second edition of this textbook has been augmented 
considerably in both size and contents. Fourteen new chapters 
have been added, principally by contributing authors. These 
additions give Top the most complete coverage of the various 
infectious diseases of any standard textbook in the field and 
have notably enriched the book. 

Although termed a handbook and intended for “all persons 
whose professional duties necessitate contact with certain 
communicable diseases or infestations,” the volume suffers 
greatly from attempting to meet the needs of nursing 
students, medical students, and practicing physicians. The 
result is not entirely satisfactory as a text for any of these 
groups. The chapters by the principal author in particular 
often are much oversimplifie’ for use by medical readers. 
In spite of this, much of the text is not sufficiently interpre- 
tive to be classed as a handbook. 

The illustrations are excellent and surpass almost all others 
which have appeared in recent textbooks. For those prin- 
cipally interested in the teaching of infectious diseases to 
medical students, the appendices of final diagnoses of patients 
referred to Herman Kiefer Hospital as compared to initial 


referring diagnoses is of great value. Statistical proof of the _ 


frequency of diagnostic errors is of great aid in the discus- 
sion of differential diagnosis. 

All things considered, this textbook is satisfactory in spite 
of its shortcomings and represents a great improvement over 
‘the first edition. 

* * & 


AN INTRODUCTION TO GASTRO-ENTEROLOGY. By 
James Dunlop Lickley, M.D. Hon. Consulting Physician, 
Sick Children’s Hospital, Newcastle-upon-Tyne: with 21 
illustrations. The Williams and Wilkins Co. 


This little book can be read through in three or four hours. 
As the author states in his preface, it is written for beginners, 
and there is very little in it of service to the practicing physi- 
cian. The text combines the basic knowledge of the anatomy 
of the alimentary tract and the physiology of the processes 
of the digestion and absorption of food. The last section 
dealing with practical clinical application of the fundamen- 
tals is well presented for the medical student, particularly 
as regards interpreting the symptoms of pain and the mani- 
festations of hypermotility. The text is well organized and 
well written, and the illustrations are clear. For those inter- 
ested in the structure and functions of the human alimentary 
tube, this brief survey offers a satisfactory compend of the 
subject. 

* am * 


DEEP ANALYSIS. By Charles Berg, M.D. W. W. Norton 
& Company, Inc., New York, 1947. 

The author of this book is an English psychiatrist who has 
had excellent experience in working with the fundamental 
mental disorders. The purpose of the book is to give the 
reader a presentation of a case of what might ordinarily be 
called a character neurosis and to give in detail the manner 
in which the patient was treated and to follow his progress 
throughout the treatment. The writer is a follower of the 
psychoanalytic school and the presentation follows largely 


the orthodox psychoanalytic technique. The material as pre- 
sented is clearly and simply written and is designed to give 
to the uninitiated the manner in which psychotherapy is 
carried out with elaborate recordings of interviews and con- 
clusions drawn from time to time as the analysis develops. 


The technique adopted by the author follows to a large 
extent the orthodox technique of free association and dream 
analysis. The problem of father and mother fixation, of the 
homosexual component, the manner of dealing with the trans- 
ference situation, and the interpretations given to all of the 
material is presented systematically and in a manner which 
can be recommended to all of those who wish to get a clear 
idea of the theory and technique of psychoanalysis and pres- 
ent methods of psychotherapy. As such the book can be 
highly recommended. The fact that so little psychoanalytical 
and psychiatric jargon is used makes it particularly valuable 
for the person not trained in psychoanalysis. 


The final chapter entitled “Theoretical Review” presents 
some of the psychoanalytic theory in a manner intelligible 
to the average medical reader. There is also a glossary of 
ten pages which defines a number of psychoanalytic and 
psychiatric terms. 

cd 3 * 


UNIPOLAR LEAD ELECTROCARDIOGRAPHY. By 
Emanuel Goldberger, M.D., Montefiore Hospital, New York. 
Lea & Febiger. $4.00. 

This book is a discussion of the author’s experience in 
utilizing unipolar precordial leads and his own augmented 
unipolar extremity leads. He is well-qualified to write this 
monograph in view of his original contributions in the field 
and his many publications delineating the various abnormal 
electrocardiographic patterns. The monograph is not a text- 
book of electrocardiography, but is the only available book 
that attempts to summarize our present knowledge of uni- 
polar leads. The text is difficult to read and is not a good 
introductory book for the inexperienced physician, but has 
considerable useful information for the trained electrocardio- 
grapher who has not had experience in the use of unipolar 
leads. The complexities of the discussions of the effects of 
rotation on electrocardiographic patterns are particularly 
difficult to visualize. 


Goldberger discusses the principles of unipolar leads as 
compared to bipolar leads, details his simple method of 
taking unipolar leads, and then defines the basic normal 
unipolar lead patterns and the various abnormal patterns. 
His concept of right ventricular and left ventricular basic 
patterns in the normal subject is most helpful in that it 
shows that the basic left ventricular pattern is characterized 
by a small Q wave, an upright R wave and an upright T 
wave. This is in contrast to the basic right ventricular pat- 
tern which is characterized by a small R wave and a prom- 
inent S wave. With these basic patterns, Goldberger feels 
that unipolar leads taken anywhere in the chest can be re- 
lated to either the right or left ventricle depending on the 
position of the heart. Thus, he shows that inverted T waves 
which normally occur in the right precordial leads in infants 
and children always occur with right ventricular R-S 
patterns. ' 

The discussion of left ventricular hypertrophy properly 
emphasizes the importance of the position of the heart and 
its relationship to the appearance of the standard limb leads. 
However, some electrocardiographers would differ from his 
explanation of the inverted T wave in the left arm leads, such 
as is pictured in Figure 45. In this patient, the inverted T 
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wave is explained as being due to marked counter-clockwise 
rotation about the long axis of the heart, but this could be 
due to the early pattern of left ventricular hypertrophy. In 
Figure 49 Goldberger explains the small R wave and deep 
S wave in V6 as being due to marked clockwise rotation, but 
does not consider the possibility of an associated right 
ventricular hypertrophy. His explanations of rotation of the 
heart in various planes is somewhat difficult to grasp, but 
it is stimulating, nevertheless, to see an attempt made to 
explain the varying patterns on a rational basis. 


In the discussion of right ventricular hypertrophy, insuf- 
ficient stress is placed on the importance of the reversal of 
the normal R/S ratio in both the right and left precordial 
leads. The discussion of the effects of rotation of the heart 
is less convincing than in the chapter on left ventricular 
hypertrophy. 

The chapter on bundle branch block is excellent, and 
great credit is due Goldberger for his appreciation of the 
fact that the left side of the inter-ventricular septum is the 
first region of the ventricles to be stimulated. This has been 
confirmed recently by right heart catheterization in patients 
which demonstrated a small upright R wave in leads from 
the right ventricular cavity. 


The discussion of myocardial infarction could have been 
expanded and greater attention could have been given to 
the occasional necessity for exploratory leads high and 
laterally over the left chest. 


In general, this book can be recommended to the cardio- 
logist as a thoughtful, original presentation of a difficult 
subject with an attempt to explain physiologically abnormal 
electrocardiographic patterns and the nea of variable 
rotation of the heart on its three axes. Inadequate attention 
has been paid to the ventricular activation time and more 
data in the nature of clinical and autopsy findings would 
have been helpful in the support of his concepts. This book 
can be read with profit by all physicians interested in elec- 
trocardiography. 

* * * 


EXPERIMENTAL AIRBORNE INFECTION. By Theo- 
dor Rosebury, with the co-authorship and assistance of the 
Staff of the Laboratories of Camp Detrick, Maryland. The 
Williams and Wilkins Company, 1947. Price $4.00. 


This unusual monograph appears at an auspicious time 
when men who worry about the future of our world have 
constantly before them the spectre of the atomic bomb and 
conjure fantastically vivid pictures of the widespread biologic 
harm that might follow in the wake of unleashed atomic 
energy. Here we have an opportunity to view the potential- 
ities of the biologic “bomb” through the medium of air- 
borne infection, an apparently adequate counterpart, al- 
though perhaps less immediately devastating than that given 
in Smyth’s “Atomic Energy.” There is much information 
of immediate usefulness for the benefit of mankind and 
humanity in Rosebury’s small volume. No physician can 
afford to be unaware of the potentialities of “clouds of patho- 
* genic bacteria” floating freely in the proper ambient of tem- 
perature, humidity, and air turbulence. 


In order to explain the epidemiology of some commun- 
icable diseases, the ancient Greeks referred to miasmata— 
defilement of the air with particles capable of producing 
infection. Today Rosebury and his associates bring to us 
scientific proof for the communicability of certain diseases 
through space without the mediation of contact through 
touch or fomites. The epidemiology of certain cyclical and 
seasonal disorders of the respiratory tract becomes much 
simplified by the application of the data and objective dis- 
cussions of these authorities. “Experimental Airborne In- 
fection” is a thought provoking book, and for all biologists, 
including the physician especially interested in Preventive 
Medicine, it has a particularly poignant message to convey. 
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The book is well illustrated, the details of the experiments 
are carefully outlined, the data are impeccable, the analyses 
are strictly objective, and the conclusions derived from the 
work are the best expressions of orderly minds working 
toward a common goal. 
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MEDICINE. By A. E. Clark-Kennedy, M.D., Fellow of 
Corpus Christi College, Cambridge. Volume I—The Patient 
and His Disease. The Williams and Wilkins Company, 
1947. $6.00. 


A. E. Clark-Kennedy is the dean of the Medical School 
at London Hospital. He believes that medicine is an art 
as well as a science and that a true physician must often 
treat the soul as well as the body of his patient. In this book 
he gives the reasons and the reasoning for and of his be- 
liefs. In doing so he examines all phases of medicine, at- 
tempts to correlate them and to define the broad general 
principles that underlie them. 

This is an enormous task for one man to undertake. The 
author admits that he must necessarily “trespass in many 
branches of medicine with which [he is] relatively un- 
familiar.” 

The result of this philosopher-physician assayal is interest- 
ing and stimulating. He divides his book into six chapters, 
each of which may be read independently. In fact a certain 
amount of reiteration in his pattern of thought makes this a 
preferable method of reading throughout. He emphasizes 
“the broad view of medicine” and the fact that the various 
afflictions and affections of man are the complex result of 
his genes and his environment. The relationship of man’s 
body and his mind is also repeatedly emphasized against this 
background. At the end of each chapter is a summary of the 
material it contains. 

The book may be recommended to any philosophically 
minded practitioner or student. It is not to be confused with 
a regular textbook. It is, of necessity, an expression of Clark- 
Kennedy’s viewpoint and his, at times, limited knowledge. 
As such it offers pleasant and provocative reading. 

* * * 

FATIGUE AND IMPAIRMENT IN MAN. By S. Howara 
Bartley, Ph.D., Professor of Research in the Visual Sci- 
ences, Dartmouth Eye Institute of the Dartmouth Medical 
School, and Eloise Chute, M.A., Research Associate, Dart- 
mouth Eye Institute of the Dartmouth Medical School. 
McGraw-Hill Book Company, Inc. $5.50. 

The authors of this readable book have as their initial aim 
the formulation of the precise distinctions between fatigue 
and impairment. Briefly put, the former is a subjective feel- 
ing while the latter is primarily due to the physical effects of 
extreme expenditures of energy or to unphysiologic environ- 
mental conditions. Fatigue and impairment are frequently 
associated, but each may occur in the absence of the other. 
This point is not belabored for, as the authors emphasize, 
many excellent laboratory experiments although truly con- 
cerned with physical impairment, are heralded as being 
concerned with fatigue. 


Topics critically considered in the book include: Impair- 
ment due to anoxia, visual-fatigue studies, drug action in 
relation to fatigue, and the relation of nutrition and meta- 
bolism to fatigue and impairment. The latter sections con- 
tain an interesting and thorough discussion of the emotional 
factors relating to what physicians frequently designate as 
“nervous exhaustion.” Since this publication is essentially 
a review of the literature, the authors have been scrupulous 
in citing their original sources. 

The present reviewer finds Fatigue and Impairment a well- 
organized stimulating book with a pleasing minimum of 
jargon. Practicing physicians will indeed have little need 
for a copy but social workers, physiologists, psychologists, 
and those concerned with industrial or aviation medicine, for 
example, may assiduously study this report with profit. 
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CALIFORNIA STATUTES PERTAINING TO ISSUANCE OF RECIPROCITY LICENSE TO 
PRACTICE MEDICINE AND SURGERY 


PEaART, BaRATY & Hassarb, San Francisco 


A recent case decided by the California Supreme 
Court discusses California’s statutes pertaining to the 
issuance of a reciprocity license to practice medicine 
and surgery and may be of interest to members of 
the medical profession. 

In Mann v. Board of Medical Examiners, Aarons 
v. Board of Medical Examiners, and Burroughs v. 
Board of Medical Examiners, 31 A.C. 29, the Cali- 
fornia Supreme Court had presented to it the ques- 
tion of whether, in certain circumstances, the Board 
of Medical Examiners of the State of California 
should be compelled to issue a reciprocity license to 
practice medicine and surgery. The actions on appeal 
had been commenced in the Superior Court of the 
City and County of San Francisco by a proceeding in 
mandamus to compel the Board to issue the licenses. 

In the Superior Court action, judgment against the 
State Board of Medical Examiners was rendered. On 
appeal, and in these three companion cases, the Cali- 
fornia Supreme Court reversed that judgment and 
held that in the circumstances present in these three 
cases, the State Board of Medical Examiners was not 
compelled to issue a reciprocity license to practice 
medicine and surgery. 

_ The facts giving rise to the controversy were as 
follows. Dr. M. had studied medicine in the Chicago 
Medical School from 1932 to 1936 and had been 
graduated with the degree of Doctor of Medicine in 
1936. He served for a year as an interne in a Chicago 
hospital and was admitted to practice in Illinois in 
1937. The same year he was admitted in Massa- 
chusetts and in 1940 he was admitted in Texas. In 
1940 he applied unsuccessfully in this State for a 
direct reciprocity certificate; in 1941 he applied to 
take an examination, but his application was denied. 
In 1945 he filed a second application in this State for 
a direct reciprocity certificate based upon his Illinois 
license. The Board granted his request for a hearing 
but thereafter denied his application upon the ground 
that he had “failed to establish that he completed a 
resident course of professional instruction at a school 
approved by” the Board. 

The main question presented on the appeal was 
concerning approval of the Chicago Medical School 
from which Dr. M. was graduated. It was conceded 
that there was never an express approval of that 
school, but Dr. M. contended in his pleadings and 
throughout the trial that there was an implied or 


de facto approval of the school by reason of the fact 
that during the years subsequent to 1920 a number 
of its graduates were admitted to practice in this 
State. Dr. M. contended, therefore, that the Board’s 
refusal to grant him a reciprocity certificate was 
arbitrary, discriminatory and constituted an abuse 
of official discretion. 

At the trial the Board showed that in February, 
1924, it passed a motion, based on reports on file, 
that no credentials of any nature should be accepted 
from certain schools including the “Chicago Hospital 
College of Medicine.” 

Dr. M. contended that despite this express dis- 
approval of the school, the Board by its acts showed 
a de facto or qualified approval in that it had per- 
mitted nine graduates of this school to be admitted 
to practice in this State, and that in the light of this 
de facto and qualified approval, his application 
should have been granted. 

The California Supreme Court in minute detail 
analyzed the records of the nine graduates of the 
Chicago school who had been admitted in practice 
here and showed that in fact many of these graduates 
had actually been admitted after taking full written 
or oral examinations. Further, that a 1926 graduate 
applied in 1943 to take an examination looking to 
issuance of a reciprocity certificate. His application 
was denied but in 1944 he was successful in a manda- 
mus proceeding to compel the Board to permit him 
to be examined. 

From an analysis of these cases the California 
Supreme Court concluded that the action of the 
Board during the period from 1920 to 1945 did not 
show such a consistent course of admission of gradu- 
ates of the school as to establish a de facto or quali- 
fied approval. The Court said that the action of the 
Board was “only for isolated cases of admission for 
the most part under exceptional circumstances.” 

In concluding, the California Supreme Court held 
that the formal and deliberate action of the Board in 
disapproving the school could not be nullified by 
less formal or deliberate action nor could nullifica- 
tion be established except by the strongest kind of 
showing, clear, convincing, and unequivocable. Fur- 
ther the Court held that Dr. M. had failed to sustain 
the burden resting upon him to prove compliance 
with the requirements fixed by statute as conditions 
precedent to the issuance of a reciprocity certificate. 





